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THE SCOPE AND INDICATIONS OF 
MYOMECTOMY IN FIBROIDS 
OF THE UTERUS.* 


By C. Jerr MILterR, M.D., F.A.C.S. 
New ORLEANS. 


The technique of hysterectomy as a 
method of treatment of fibroids of the 
uterus has probably been perfected to 
an extent hardly equalled by any other 
abdominal operation. The mortality has 
been reduced to such a low percentage 
and the ultimate results are so satis- 
factory that it is difficult to persuade 
the average surgeon that any other 
method of treatment could possibly yield 
equally good results. If we consider that 
afibroid is a benign growth, that many 
do not cause symptoms which affect the 
patient’s health, and that but a small 
Msiber serve as a possible origin for 
maligncy, we must admit that hyster- 
ectomy is a very radical procedure in 
Many cases. Moreover, during recent 
years it has been shown that certain 
types of fibroids can be admirably 
treated with radium, and radium and 
hysterectomy are unquestionably the 
two most popular procedures of the 
present day. 

s We have not fully appreciated the 
sope of myomecto:ny, partly because no 
definite technique can be advised for all 
cases, and partly because of the preva- 
lent belief that it is not as safe an op- 
eration as hysterectomy, and that fur- 
ther growths will form in too large a 
percentage of cases to justify its em- 
ployment.’ For these reasons it is not 
performed nearly as often ag it is indi- 
tated; indeed a review of hospital rec- 
ords will show that its performance is 
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comparatively rare, in spite of the fact 
that it has been long since shown that it 
yields excellent ultimate results, with a 
mortality no greater than in hyster- 
ectomy. 

There is no doubt that in the majority 
of cases of fibroids requiring surgical 
treatment hysterectomy is the more 
suitable and the more satisfactory oper- 
ation, for the scope of myomectomy is 
limited by many factors. Its outstand- 
ing claim is that it preserves the men- 
strual function, and that a fair per- 
centage of pregnancies follows its per- 
formance. Before it can be made a 
more popular operation, however, it 
must be shown that the number of 
pregnancies is sufficient to warrant the 
preservation of the uterus, that the 
growths do not recur as often as is be- 
lieved, and that menstrual disturbances 
are corrected. 

It is already proved that the mortality 
following myomectomy is no higher 
than in the case of the well established 
hysterectomy, and it is difficult to de- 
termine the basis of the prevalent im- 
pression that it is a more dangerous 
operation. Since few surgeons have had 
a very wide experience in its perform- 
ance, the impression is probably based 
upon isolated instances, or the occasional 
case that ended disastrously. The oper- 
ative mortality reported by W. J. Mayo 
is no greater than in the case of hyster- 
ectomy, and his figures are confirmed 
by Arthur Giles, who reported a mor- 
tality of less than 1 per cent in a series 
of 107 cases, and 1.8 per cent in a series 
of 167 cases. Victor Bonney has re- 
ported a 2 per cent mortality in 100 
cases. In 50 consecutive cases in my 
own private practice, I find that there 
was one fatality, or a 2 per cent mor- 
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tality. This death occurred in a young 
girl, 28 years old, who was by no means 
a satisfactory risk, as she had been 
bleeding over a long period of time, 
and was extremely anemic. Multiple 
growths were remcved, including a very 
large one of the sub-mucous type, but 
there was no evidence of shock at the 
conclusion of the operation, and fcr the 
first three days there were no untoward 
symptoms. She then developed an acute 
dilatation of the stomach, which could 
not be controlled by any measures, and 
death ensued cn the seventh day. There 
was no evidence of infection or hem- 
orrhage at any time. The other cases 
all made uneventful recoveries, with but 
two exceptions. One developed a hem- 
orrhage on the eleventh day, which was 
the time of her regular menstrual 
period. Drainage was instituted through 
the lower end of the abdominal incision, 
and the only ill effect was the prolonga- 
tion of her convalescence. She left the 
hospital with the wound well healed, and 
reports excellent health ever since. The 


other case ran a septic temperature, be- 


ginning about the seventh day. The con- 
dition was diagnosed as a bilateral 
parametritis, and on the nineteenth day 
a quantity of pus was evacuated through 
the original incision, after which she 
made a good recovery. This patient also 
was extremely anemic, and in other 
ways was not an ideal surgical risk. 
One of the common cbjections urged 
against myomectomy is the danger of 
recurrence of fibroids, and the ease 
with which small growths may be over- 
looked at the time of operation, which 
eventually develop and demand further 
intervention. . It has been difficult to 
establish definitely what percentage of 
cases upon whom myomectomy has been 
performed develop subsequent fibroids. 
Arthur Giles, who has recently investi- 
gated his own series of cases, found the 
uterus of normal size with no return of 
the growths in 90 per cent of 88 cases. 
Just how many of the 10 per cenf in 
whom the recurrence was_ reported 
showed new growths, or minute growths 
overlooked at the time of operation can, 
of course, hardly be estimated. Scme 
of the growths were very small, the size 
of a mulberry or a pea, and were giving 
rise to no symptoms. They were merely 
reported as having been found at the 
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time of the subsequent examination. In 
my own series of 50 cases I have been 
able to follow up 35, and only one of 
these (2.8 per cent) showed a recur- 
rence. This was found by the attend. 
ing physician three years afterwaris, in 
the course of a pelvic examination to 
determine the duration of a pregnancy, 
It was very small, located on the an- 
terior wall, and was giving rise to no 
symptoms. In this case myomectomy 
was not performed by laparotomy, and 
the small growth was probably over- 
looked owing to the difficulties of ex- 
amination through the vaginal vault. 
The percentage of recurrence reported 
by Giles is considerably higher than that 
reported by other surgeons, but even a 
recurrence of 10 per cent does not neces- 
sarily offer an insurmountable objec- 
tion to myomectomy, since only a few cf 
the recurrent growths cause symptoms 
and in those cases a short application of 
radium usually controls the trouble. 
Another question cf interest is the 
effect of myomectomy on the menstrual 
loss, and on this point we can give our 
patients fairly definite assurance. Of 
the cases which I have been able to fol- 
low up, 95 per cent menstruate regu- 
larly and normally, and 97 per cent re- 
port their general health markedly im- 
proved. Two patients report continued 
ill health. In one of these cases the 
menstrual disturbances were entirely 
controlled, but two years later she was 
obliged to submit to an operation for 
acute intestinal obstruction, which does 
not seem to have been in any way con- 
nected with the previous operation. In 
the other case a decided neurotic ele- 
ment is present. Five per cent of the 
patients revort menstruation still pro- 
fuse, though in practically all the cases 
the flow is distinctly less. Dysmenor- 
rhea is very commonly associated with 
fibroids, and a large number report this 
symptom either improved or more reat- 
ily controlled by simple measures. Two 
patients have not menstruated since the 
operation ; one of these was 48 years old, 
and the myomectomy was done in the 
course of very extensive work in the 
upper abdomen; the other patient was 
36. The conclusion to be drawn, thet, 
is that about 5 per cent of our cases will 
continue to menstruate profusely fol- 
lowing mycmectomy. But since we have 





MILLER—J! yomectomy. 


an ideal therapeutic agent in radium, 
which can be used in graduated doses 
without producing a premature meno- 
pause, this objection is also not insuper- 
able. I might add that in one of my 
own cases excessive bleeding follow:ng 
myomectomy has already been controlled 
in this way. 

The next important point to be con- 
sidered is what percentage of women 
bear children after this operation. So 
many considerations enter in, however, 
that no definite conclusions could be 
drawn without an exhaustive study of a 
large series of cases, and I am not aware 
that any single collection has been pub- 
lished large enough to decide this point. 
In Giles’ series, 28 per cent of the 
women who had a chance to conceive 
became pregnant. In my own series, 
among the 35 whom I was able to follow 
up, six were unmarried, and there were 
ten pregnancies among the remaining 
29 patients (about 28.6 per cent). Of 
these, six patients, or 60 per cent, had 
not been pregnant previously. Three 
were pregnant at the time of operation, 
of whom one miscarried five days aft- 
erwards. She later conceived and was 
delivered normally at term. Five others 
were also delivered normally at term. 
One had a premature rupture of the 
membranes at a little over seven months. 
Two were delivered by Caesarean sec- 
tion. In one case the patient was de- 
livered in another service, and the indi- 
cations are not known. The second 
patient conceived twice, and was deliv- 
ered each time by abdominal section for 
borderline contraction, the test of labor 
being given during the first pregnancy. 
She died four days after the second sec- 
tion of acute dilatation of the stomach. 
The last patient is now nearly three 
months pregnant. Of the 19 who had 
the chance of pregnancy and did not 
conceive, it is interesting to note that 
14, or over 75 per cent, had been married 
prior to the operation sufficiently long 
to have borne children, and yet had 
never been pregnant. These figures 
prove that so many other factors may 
enter the question of pregnancy that it 
is not well to emphasize this possibility 
unduly. The average woman, however, 
does desire to preserve the menstrual 
function and to become pregnant if she 
can, and myonectomy makes both of 
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these things possible. And pregnancy 
does follow in a sufficient number of 
cases to recommend the operation un- 
qualifiedly whenever it is indicated. 

Some women will insist upon the 
assurance that hysterectony gives that 
there will be no return of the trouble, 
and request that that type of operation 
be done which will make the cutcome 
final. I think, however, that if the ad- 
vantages of myomectomy are placed be- 
fore the average woman in the proper 
light, and if the possibility of the use 
of radium if trouble does recur is ex- 
plained to her, she will usually prefer 
myomectomy when it can be performed. 
Its advantages have so far outweighed 
its disadvantages in my own work that 
I am prompted to widen its indications 
whenever possible. 

In deciding whether hysterectomy, 
myomectomy or radium is indicated in 
uterine fibroids, we must take into con- 
sideration not only the number, size and 
location of the fibroids, but also the age 
and social] and financial] condition of the 
patient. When a woman is dependent 
on her own efforts, and perhaps is sup- 
porting a family also, when it is impera- 
tive that she return to work at the 
earliest possible moment and in the best 
possible condition, no chance must be 
taken of a second operation or even of 
further treatment. The age of the 
patient is also an important considera- 
tion. Myomectomy has few indications 
after 38. In a few of my cases the 
patients were older, but there were 
always special reasons for the pro- 
cedure; in 86 per cent of the cases the 
patients were under 38. In single 
women in the late thirties the indica- 
tions for myomectomy would not be so 
urgent as in the married nullipara who 
especially desired children. The indica- 
tions also are somewhat qualified by the 
history of previous pregnancies. When 
a woman has several living children 
there is less reason to preserve the 
uterus than in the case of the woman 
with no children who particularly de- 
sires motherhood. There is also another 
reason for preservation of the uterus 
which may well be emphasized here, 
namely, for the correction of prolapse. 
This series will show several instances, 
all among older women, where fibroids 
were associated with retrodisplace nent 
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and cystocele. Myomectcmy was done 
with the interposition operation, and in 
no single instance was the result unsat- 
isfactory, whereas when hysterectomy 
is done in these cases, we not infre- 
quently find the results of plastic work 
poor, and a subsequent prolapse cf the 
vaginal walls. 

It is hardly necessary to add here 
that myomectomy is useless if the ap- 
pendages are diseased. Fibroids are 
frequently associated with chronic sal- 
pingitis and with ovarian disorders, and 
in these cases neither radium nor my- 
omectomy has the slightest indication, 
and hysterectomy is the cnly possible 
procedure. 

The idea] case for myomectorry is the 
single, well defined, encapsulated tumor. 
As a rule, the case presenting numerous 
small growths does not give satisfactory 
results. It is easy to overlook them, and 
if they are of different types and widely 
distributed, a damaged and_ useless 


organ may be left, and the whole point 
of the operation be defeated. 


I have, 
however, reroved as many as 18 
growths from one uterus, the woman 
afterwards conceiving and delivering 
normally, and in 28 of the 50 cases upon 
which this study is based, multiple 
growths were removed, some of them 
from five to eight inches in diameter. 
I might point out in this connection that 
in a large service in a public hospital 
we find fewer indications for myomec- 
tomy, owing to the fact that the cclored 
patients particularly seldom seek medi- 
cal relief until they are driven to it by 
pain or incapacity for work. When they 
do present themselves, the growths are 
so numerous or of such enormous size 
that nothing but hysterectomy can be 
considered. Moreover, there is fre- 
quently associated tubal disease, and 
even in the cases where this is not pres- 
ent and myomectomy might be possible, 
the difficulty of persuading them to re- 
turn for further observation and treat- 
ment if necessary makes hysterectomy 
most frequently the operaticn of choice. 

The sub-peritoneal fibroid is most 
easily handled, although when it is 
found presenting a broad base thg 
uterine wound is sometimes very diffi- 
cult to close. There is rarely any diffi- 
culty in removing the interstitial types, 
and many of these growths may be re- 
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moved threugh a single incision by 
tunnelling into the uterine musculature. 
This point, however, is often over. 
emphasized because of the fear of multi. 
ple incisions through the peritoneal coy. 
ering of the uterus. It is better, jy 
many instances, to make more than one 
incisicn than to run the risk of damag. 
ing the uterine muscle by blunt disse. 
tion in an endeavor to reach many 
growths through one incision. Sub. 
mucous growths often present difficul. 
ties, and usually demand opening the 
uterine cavity. These are the cases 
which sometimes present subsequent in- 
fections of the operative field, and must 
be managed with the strictest aseptic 
precautions. In 20 per cent cf my cases, 
however, in which the cavity was op. 
ened, only one had a complicated re- 
covery. 

Fibroids are most frequently located 
in the anterior wall of the uterus and 
are most easily dealt with in that posi- 
tion. Over half of the growths in my 
own series were so located. Tumors 
situated between the folds of the broad 
ligaments present occasionally some 
rather exasperating problems owing to 
the relations cf the blood supply and the 
ureters, but with care these problems 
are readily solved. Tumors involving 
the lower uterine segment and the cervi- 
cal region will more often demand 
hysterectomy because the elongation of 
the cervix they produce is difficult to 
deal with after their removal. 

Hemcrrhage during the operation is 
sometimes rather annoying but with in- 
creasing experience this is easily con- 
trolled. In addition to careful suturing 
of the wounds, it is a good plan to 
throw a ligature about the branches 
coursing along the side of the uterus; 
this may be dene as a preliminary step, 
on one side or on both as indicated, and 
the operation as a result will be practi- 
cally bloodless. One of the chief diffi- 
culties of myomectomy is the control of 
cozing, and endeavors to overcome It 
have prompted the use of too much liga- 
ture material and tco tight suturing. It 
was pointed out many years ago by Dr. 
Ochsner of Chicago that some of our 
mishaps arise from too tight suturing 
of wounds, and Dr. Mayo also attributes 
many complications to over-zealousness 
in this regard. The sutures should be 
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placed sufficiently taut merely to con- 
trol the oozing, and a suture should be 
placed about half an inch beyond each 
end of the incision. The results are sur- 
prisingly effective. 

Myomectomy is often applicable to 
growths complicating pregnancy, though 
as a matter of fact the majority of 
wemen with fibroids will often pass 
through an uneventful pregnancy and 
deliver normally at term. Too often do 
we see the uterus removed in the early 
months of pregnancy with a child occu- 
pying the cavity, a procedure practi- 
cally never indicated with a non-viable 
child. The average case can proceed to 
term and be delivered according to the 
indicaticns at that time. Certainly 
where growths have risen out of the 
pelvis and do not interfere with the 
birth canal the test of labor should be 
allowed. Where growths occupy the 
pelvis, the patient may be subjected to 
myomectomy during the pregnancy 
without disturbing the fetus. I have 
done this in three instances, in only one 
of which the patient miscarried. In the 
second of these cases the growth practi- 
cally filled the pelvic cavity and mis- 
carriage seemed inevitable, but after 
myomectomy the patient went to term 
and delivered normally In the third in- 
stance the patient was four months 
pregnant and had an incarcerated: fi- 


broid. This was drawn out of the pelvis 
and removed, and she also delivered 
nermally at term. 

These cases have been reviewed with 
the idea of showing that we may extend 
the indications and scope of myomec- 
tomy, and to emphasize that there is no 
Standardized technique for its  per- 
formance. Each case must be decided 
on its own merits, but with ingenuity, a 
careful search for minute growths, 
thorough hemostasis, and strict aseptic 
precautions the operation is in every 
way as safe and as satisfactory as 
hysterectomy, and, while its scope is 
limited, it is decidedly superior to the 
more radical procedures. 
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DEAFNESS AND ITS PREVEN- 
TION.* 
sy W. T. Patron, M.D.7 
NEw ORLEANS. 

A specialist reading a paper before a 
general body such as this, should at- 
tempt to find a subject of interest and 
understanding for the general practi- 
tioner. 

I have chosen deafness and its pre- 
vention. Let me emphasize prevention, 
and not treatment, for I will touch upon 
the treatment only in so far as it relates 
to prevention. Certainly this subject is 
of great interest to all medical men, but 
especially to the general practitioner 
and the pediatrician, for as these are 
thrown in closer contact with patients 
and at an earlier age than the aurist, it 
is to them, first, that the patient with 
slight, or beginning ear trouble comes 
or is brought. 

It may be stated in the beginning that 
most ear conditions seen early can be 
cured and permanent damage avoided, 
that most chronic deafness can seldom 
be improved and rarely be cured. 

Of all the misfortunes that can be- 
fall one probably that of being deaf or 
blind is the worst, which of the two is 
the most distressing would be hard to 
decide. 

Deafness may be divided into three 
classes: Congenital, hereditary and ac- 
quired. The so-called deaf mutes be- 
long to the first and second class, and 
need our attention mainly from the edu- 
cational point of view, these unfortun- 
ates should be placed in institutions for 
the deaf and dumb at an early date 
where they can often be educated and 
made useful citizens. 

Acquired deafness may be divided in- 
to two great classes, conduction deaf- 
ness and perception deafness, and possi- 
bly a third, otosclerosis. Conduction 
deafness is much the most common, al- 
though many believe the Perception ap- 
paratus is always involved. What do 
we mean by conduction deafness. The 
ear is divided into external ear, drum 
membrane, middle ear, and oscicles, in- 
ternal ear with the cochlear, part of 
eighth nerve, the eighth nerve and brain 
center. The outer ear, external canal, 


*Read Before the Louisiana State Medical Society, 
April 24-26, 1923. 
*Died September 4, 1923. 
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drum membrane, osicles, and middle 
ear simply receive the sound and trans- 
mit it to the internal ear and auditory 
nerve, therefore the structures are 
known as the conduction apparatus, and 
deafness due to trouble in these parts 
known as conduction deafness. Deaf- 
ness due to injury or disease of the 
cochlear nerve, internal ear, eighth 
nerve or brain is called perception deaf- 
ness. 

Congenital deafness takes place before 
the child is born and may be due to a 
true congenital defect because of an ab- 
normal development, or to syphilis of 
one or both parents. Hereditary deaf- 
ness can be claimed only in those cases 
in which there is a deafness among the 
ancestors in the direct line. Acquired 
deafness comes on after birth within 
the first few months or later on in life, 
the result of some febrile disturbances, 
one of the exanthemates, or because of 
certain localized conditions, which in- 
terfere with the delicate mechanism of 
the middle ear. The majority of cases 
are the result of neglect of the ears dur- 
ing or after measles, scarlet fever and 
meningitis, the meningitis may be eith- 
er of the epidemic type or one of the 
low grade meningitides so often caused 
by syphilis, deafness caused by menin- 
gitis is usually of the perception appa- 
ratus. It is a sad commentary on our 
knowledge of the subject that over 30 
per cent of the inmates of our institu- 
tions for the deaf, are children who 
have an acquired deafness which might 
have been prevented if taken in time. 

The removal of the tonsil and adenoid 
is a question of vital importance, parti- 
cularly in relation to the subject with 
which we are dealing, there may be in- 
numerable controversies as to whether 
the adenoids and tonsils should be re- 
moved, or when, for the purpose of im- 
proving health; there should be no ques- 
tion about their removal when any 
signs of ear trouble occur. The large 
adenoids give sufficient trouble to call 
for their removal. As to the small ade- 
noids which often block and infect the 
mouth of the eustachian tube, that is 
open to question in minds of those who 
have not seen the aftermath, in the 
form of progressive deafness. No mat- 
ter how small the adenoids are, no mat- 
ter at what age they are first noted, be 
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it the first months of life or during the 
second and third year, they should be 
removed, as soon as there is any eyj. 
dence that they are causing trouble 
particularly with the ears. 

As a general rule, the majority of 
men are in favor of leaving the tonsils 
in situ until the second year of the 
child’s life, unless they are found ty 
be directly responsible for systemic dis. 
ease, or have been the seat of repeated 
local infection, however we must not 
lose sight of the fact that tonsils may 
cause impairment of hearing because of 
their close proximitely to the eustachian 
tube. 

The discharging ear has been, or ig, 
an infected ear. Certain deposits have 
taken place in the tympanic cavity, 
such as the deposits of fibrin and per. 
haps inspissated pus, this may make an 
alteration in the hearing mechanism 
which may be permanent, the eustach- 
ian tube may still be inflamed so that 
no air reaches the middle ear, or else a 
small perforation dry and crusted over 
may remain unnoticed, these are condi- 
tions which can readily be remedied if 
seen early, but which are sure to leave 
their mark later on, if neglected. All 
children’s ears should be tested after 
any suppurative conditions, and one 
should not be satisfied until the hearing 
has been brought back as nearly to nor- 
mal as possible. 

It is only necessary to call attention 
to the various amount of harm that is 
done to ears during the exanthematous 
diseases, particularly measles, scarlet 
fever and meningitis. The ears are ust: 
ally taken care of during the acute 
stages of the disease, and _ remedial 
measures are at once used, yet the after 
effects, or chronic conditions such 
as adhesive processes, or slight dis 
charge are neglected for years, which 
means permanent impairment of hear 
ing. 

Medical men are realizing more ani 
more that they must acquaint them- 
selves with the various factors that lead 
to deafness in childhood, and with tho 
factors which arrive in childhood ani 
bring about deafness in later life, the 
problem divides itself into three parts— 
1. Education of the parents, teaches 
and physicians to those factors whic 
give rise to deafness. 2. The proper ll 
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terpretation of causative factor in early 
chiidhood which can be corrected at 
that time. 3. Preventive measures 
which will arise during the routine ex- 
amination of children’s ears. In a paper 
of this kind we have not the time to 
take up each of these subjects as we 
should, under the first heading, “Edu- 
cation of the parents, teacher and physi- 
cians, etc.” I will only mention a few 
points. Children whose parents or rela- 
tives have had progressive deafness, 
children born of parents closely related, 
or of any syphilitic parents should all 
be more closely observed by parents 
and doctors. Under the second head- 
ing “The proper interpretation of causa- 
tive factor in early childhood which can 
be corrected at that time,” the general 
public, also the general practitioner 
should know that a discharging ear is 
not only a source of danger to life, but 
will probably injure hearing, don’t send 
these cases away with the suggestion to 
wash out ear with salt solution or sim- 
ply tell them “as long as the ears are 
discharging the poison is coming out, 
not to try and stop the discharge’, this 
is frequent advice I regret to say. Even 
after ear has ceased to discharge, child- 
ren tested will be found to be slightly 
deaf, it is neglect in these early suppur- 
ating ears or in the adhesive or so-called 
catarrhal conditions that lead to deaf- 
ness in later life. These conditions can 
be treated in a number of different 
ways, and it is only by careful study of 
the case that we often can cure these 
acute and early conditions and prevent 
serious deafness late in life. 

The third, “Preventive measures 
which will arise during the routine ex- 
amination of children’s ears.”’ Usually 
all schoo] boards have an oculist con- 
nected with them, the eyes are closely 
watched, yet few school boards have an 
otologist connected with then and usu- 
ally it is the duty of the teacher to de- 
tect ear trouble, this is rather unsatis- 
factory for the early conditions are 
overlooked or if recognized the child és 
told to have ears examined and that is 
the end of it. Certainly ears should 
have the same supervision as the eyes. 
Ears of all children should be examined 
by otolgist routinely, nurses can be in- 
structed to make the simpler examina- 
tion, and refer those children who need 
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more detailed studies to the specialists. 
Clinics should be established in the 
schools themselves so that under a com- 
petent aurist the treatment can be ex- 
pidited and little time lost from school 
duty. 

It will be noted that so far the writer 
has devoted his attention to only chil- 
dren and purposely, for many times 
deafness can be prevented but seldom 
cured, and often only slightly improved, 
therefore prevention should start with 
earliest manifestation of ear trouble 
which in a great percentage of cases can 
be traced back to early childhood. 

Now let us dwell for a few minutes 
on the so-called chronic progressive 
deafness; this is a very common condi- 
tion and usually associated with tenni- 
tus, this form of deafness is placed in 
three categories—chronic catarrhal, 
otitis media, otosclerosis and nerve 
deafness. The three periods at which 
progressive deafness most commonly 
has its onset are at the crisis of life: 
puberty, adolescense and the meno- 
pause, and to these may be added a 
fourth, the oncoming of actual old age. 
Here we could write several papers on 
causes, I will mention only a few con- 
ditions to look for; focal infection, heart 
and kidney trouble, diseases of the in- 
ternal gland, menstrual disorders, ner- 
vous condition, worry or shock, distur- 
bances after severe illness, blood pres- 
sure changes, in fact a complete and 
most painstaking examination of the 
entire body is called for, even when we 
can find no cause. 

Otosclerosis. There are about ten 
different theories as to the cause of 
otosclerosis. Brude gives authorities 
for syphilis, artereo-sclerosis, chills, in- 
ternal secrection changes, latent tetany, 
rheumatism and gout, uremic intoxica- 
tion, scrofula, anemia, rickets, osteo- 
melacia, auto-intoxication, tuberculosis, 
tropho-neurosis, and wasting diseases. 
The hereditary nature is most marked, 
as with bony abnormalities and some 
bone diseases. Moons and Politzer gave 
reasons for considering it a primary 
disease of the bony labyrinth, the mucous 
membrane was found perfectly normal. 
Mayer now considers it an undescribed 
variety of otitis-fibrosa and osteofibro- 
matosis. Ferreri says, there seems a 
“great affinity” between ostemalacia, 
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rickets and otosclerosis, therefore the 
. treatment by phosphorous, cod-liver oil 
and gland therapy. Sieberman regards 
it, as an over development in the laby- 
rinth of cartilage remnants, which nor- 
mally are there at least until adult life, 
especially in the region in front of and 
above the oval window. 

In discussing perception deafness 
there have been two theories as to 
etiology that have divided otologists into 
two camps: First, those who have be- 
lieved in the theory of negative pres- 
sure and, second, those who have be- 
lieved in infection as the primary cause. 
Andrews claims that all deafness is the 
result of a deep infection in the lymphoid 
tissues, that the infection then exists as 
a chronic focus, subject to acute ex- 
acerbation, that the resulting deafness 
does not occur from extension by con- 
tinuity of the infected tissue through 
the tubes and middle ear, so much as it 
is the result of the toxin acting on the 
perception apparatus, that is we have 
perception deafness from the beginning, 
without regard to tissue action in the 
middle ear. Lymphoid tissue predomi- 
nates until adolescence then is replaced 
by fibrous and mucoid element, which 
are much more suspectible to infection. 
The next class of cases follow infectious 
diseases, which in many instances, re- 
sult in chronic foci, subject to acuté ex- 
acerbation throughout life. Foci of in- 
fection may lay dormant for years in 
teeth, tonsils or other membranes of 
Waldeyer’s ring, sinuses, lymph glands, 
etc. ,and only after some sickness, as 
influenza, measles, diphtheria, etc., the 
patient develops a progressive deafness. 
Why this infection takes place in a par- 
ticular joint in the endocordium or mid- 
dle ear, we do not know, but once hav- 
ing occurred, the tissue reactions go on 
in the same organ indefinitely. In all 
cases where there is a functional distur- 
bance of the perception apparatus and 
in the organ of hearing, as in other 
organs, the restoration of function is 
dependent on whether its special nerve 
mechanism is irreparably damaged or 
only functionally disturbed. The mouth, 
nose and lymphoid tissue continually 
harbor a number of bacteria. These 
patients have low resistance and over- 
work is as patent in activating the focal 
process as is exposure, this being the 
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case it is believed that the deafness ig, 
manifestation of the systemic infection 
resulting from a special strain of bag. 
teria, the toxin acting on the perception 
apparatus from the beginning and cop. 
tinuing to act until the terminal stage of 
marked perception deafness on nerve 
degeneration, the accompanying gross 
tissue changes in the conduction ap. 
paratus playing but a minor ro!! in the 
deafness. 


Of all the cranial nerves none is g 
vulnerable to syphilitic infection as the 
eighth, or auditory, for this reason it fre. 
quently happens that the eighth nerve is 
first to feel its influence, and the otolo- 
gist is thereby afforded an opportunity 
to recognize the general character of the 
disease from the start. In the majority 
of cases the cochlear branch is affected 
to a far greater degree than the vesti- 
bular, both may be affected simu 
taneously. In the marked shortening of 
bone conduction we have one of the most 
reliable and most striking evidences of 
luetic infection, as it is perhaps the most 
striking sign, occuring in 95 per cent of 
cases. A deafness without apparent 
middle ear trouble, showing a positive 
Rinne, should at once arrest the atten 
tion of the aurist. These cases if treated 
early by salvarsan, potassium iodide and 
mercury is good for improveent of 
hearing, but should be guarded; prog- 
nosis of the hereditary type is bad. 


Conclusions: 


1. Deafness if seen early can often 
be cured. 


2. Neglect and under treatment of 
diseases of the ear, nose and throat I 
childhood is responsible for a great deal 
of deafness in later life. 


3. Syphilis and focal infection are the 
most common causes of perception deal- 
ness. 


4. In all deafness of long durati 
the changes for improvement are slight, 
for cure, practically hopeless. 


5. It is absolutely necessary to edl- 
cate the doctors, teachers and parents of 
the great necessity of insisting up0 
having all cases of deafness treat 
early and vigorously, thereby hoping 
prevent a great deal of deafness in late? 
life. 
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DISCUSSION 


Dr. Homer Dupuy (New Orleans): I shall 
touch upon a phase of the subject which I 
hope will interest the general man. 

I make a plea for the more frequent per- 
formance of tympanotomy—incision of the 
ear drum. If a child has an acute middle car 
suppuration there are only three possible out- 
comes: First, there may be _ spontaneous 
rupture of the ear drum with relief of symp- 
toms—pain, temperature, etc., and possible 
restoration of hearing. Second, abscess with- 
out perforation, but with subsidence of the 
temperature and pain and the ultimate recov- 
ery of hearing. And a third group in which 
thre has been no perforation of the ear 
drum and yet when the acute sumptoms have 
passed away exudate remains in the middle 
ear. It is this third group that we so often 
see with marked and permanent deafness. 

The persistence of pain and temperature 
due to otitis media calls for incision. Not to 
do this is to invite spontaneous perforation 
which is not desirable. Even without this 
undersizable perforation by Nature the pain 
and temperature may disappear but the post- 
inflammatory remains in the middle ear may 
so disorganize its contained structures that 
incurable deafness may ensue. Years after, 
these patients seek relief but the permanent 
damage was done during the previous attack 
of ear trouble when no incision of the drum 
was performed. To wait for Nature to per- 
forate is to ask for something which does not 
equal in efficiency the surgeon’s incision. A 
timely and properly performed tympanotomy 
is conservative and does help preserve the 
hearing. 

A. E. Weil (New Orleans): I think 
there is no question that the ear, nose and 
throat men are the men who see the disast- 
tous results following negle¢ted cases of ear 
conditions which result in deafness. I think 
we are all pretty much agreed with what 
Doctor Patton has said in his paper. We also 
agree with what Doctor Dupuy has said about 
opening the ear drum. But I would go a 
step further than Dr. Dupuy in his state- 
ment, and in fact I would be inclined to dis- 
agree with him on the subject. He says that 
Nature ruptures the drum and the pus is al- 
lowed to escape and we have sufficient drain- 
age. I doubt that. I have seen a great many 
of these acute otitis cases, especially in child- 
ten, in which the case has been watched, the 
temperature and pain allowed to go on for two 
or three days; finally the ear drum is rup- 
tured and you get drainage after a fashion, 
but if you look at the drum you will see a 
little bit of a pin-hole opening through which 
the pus in being forced. I claim that that is 
net sutficient drainage and that these ears 
‘requently do not get well, and certainly not 
as quickly as cases where there has been an 
melsion in the drum. . Therefore I maintain 
that where a child has pain and temperature 
Me are not justified in waiting 3 or 4 days 
ut within the first twenty-four hours, if the 
Pain and temperature remain, free incision 
should be made, and adequate drainage es- 
tablished. Drainage of the middle ear is the 
sine qua non in the treatment of acute otitis. 


363 


Doctor Patton has spoken of the removal 
of tonsils and adenoids, and of course we all 
agree on that. But he made one statement 
with which I am not entirely in accord, and 
that is that adenoids in a child should be re- 
moved, no matter what the age of the child. 
I do not believe that adenoids and tonsils 
should be removed under five or six years of 
age, unless we can see that they are causing 
definite and distinct damage to the ear. 

One further point has not been touched 
upon by Doctor Patton, probably on account 
of lack of time, and that is deafness resulting 
from acute otitis, cases that go on discharg- 
ing for a certain length of time. In ordinary 
otitis if a tympanotomy is properly performed 
in a few days the drum membrane returns to 
normal and the hearing is restored. But there 
are a certain number of cases in which this 
does not happen and in which the suppuration 
suppurated for six weeks without distinct sign 
ing much sign of abatement. It is in those 
cases that I think the otologist has a distinct 
function. I maintain where an ear has Leen 
supurated for six weeks without distinct signs 
of subsidence, it is time for us to interfere 
and open the mastoid and get free drainage 
of the ear from in front and behind. A mas- 
toid operation is not a serious operation in 
acute mastoid. And where you get an acute 
otitis which persists for six weeks, the mucous 
membrane of the mastoid is certainly involved 
as well as the middle ear, and in those cases 
I claim we are following conservative pro- 
cedure in opening the mastoid and draining 
these ears from behind as well as in front. If 
they are allowed to persist indefinitely we 
will get chronic otitis with large perforation 
of the drum, and the chances are it will not 
heal. If it does heal it leaves a scar and the 
hearing is permanently affected. Consequent- 
ly I claim that conservatism requires opening 
the mastoid if middle ear trouble persists, 
without distinct signs of subsidence, for about 
six weeks. 


Dr. F. C. Ewing (Alexandria): A few years 
ago, across the ocean, I asked a young man in 
one of the hospitals why he had taken up eye 
work, and he said “Because you cannot cure 
anything’ in the ear.”’ That was true some 
years ago, and it is too mucn so today. We 
know that tuberculosis is a reproach to the 
general practitioner, and I think otosclerosis 
is a reproach to our profession. The paper 
has given you the pathology but the otology, 
is something we know little about. The first 
cause we do not know. I have ceased to treat 
it, because I think the treatment is ineffectual 
and in a small place like Alexandria, people 
reproach you for not doing them good, the 
contact being more intimate. Furthermore, 
honesty is the best policy.” Of course the 
important thing is prevention. The Doctor 
says 20 per cent of deafness could be prevent- 
ed. If 20 per cent could be prevented, then 
90 per cent, of preventable cases must be due 
to adenoids and tonsils—those due to infec- 
tion, we can not foresee and they can only 
be prevented through hygiene. How can we 
foresee syphilis, for instance? The main 
thing is to do something when the imminent 
happens. I advocate a free myringotomy, 
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free syringing, and the postural treatment of 
acute suppurative otitis media where the 
membrane has not rupturea. 


In influenza infection you may not see 
any flow for twenty-four hours, after my- 
ringotomy, and then it will run out like water. 
I endorse what the Doctor says about the mas- 
toid operation. I question whether you could 
prevent toxemia in scarlet fever and suppera- 
tion of the middle ear by spraying. The Doc- 
tor speaks about catarrh causing deafness. 
Catarrh will regulate itself when the patient’s 
health improves. I see many tubercular pa- 
tients, if it is the simple, unobstructive form, 
in the Veteran’s Hospital at Alexandria. We 
know better than to spray them. We say, 
“You will be better when your health is bet- 
ter.” these boys want me to treat them for 
nose and throat catarrah, but what is the use? 
We know unless we build up the system treat- 
ment is useless in tubercufosis. A great 
deal of prevention resolves itself into build- 
ing up a strong body by regularity of living, 
by bathing and fresh air and rational hygene. 

Dr. T. R. Ragan (Shreveport): I take to 
myself as well as the profession generally a 
great deal of reproach in allowing this condi- 
tion to prog'ress towards deafness. I think 
the paper is directed toward the general man 
to make him more cautious. We all see run- 
ning ears that are constant and many of 
them have a history of having existed for 
many years. If the parents see a bad eye 


they call attention to it, but they do not know 
the importance of calling attention to ears 
in the same way. I think we snoufd all take 
this to ourselves and see that we do our part 
in calling attention to the specialist, so they 


may get proper treatment early. In the city 
where they have school inspectors a great 
deal of attention is paid to them, but in many 
cases the damage is already done. It is up 
to the profession generally to recognize this 
and call attention early enough so they may 
get the right treatment and prevent the deaf- 
ness which is incurable after it occurs. 

Dr. Rufus Jackson (Baton Rouge): I want 
to mention one class of case mentioned by 
Doctor Dupuy, and that is the case that does 
not come to immediate and active suppura- 
tion. With the multiplication of the charac- 
ter of infections we are having’ today, and 
the borderland cases of the different groups, 
we are having many cases that do not come 
to frank supperative process, ans yet in these 
cases the child may have impairment of hear- 
ing for a considerable length of time. To my 
mind that is one of the most important condi- 
tions that the general practitioner should be 
watching for today. If the ear drum perfcr- 
ates and the child is relieved by nature; if 
there is no pain behind the ear or other ob- 
jective symptoms, the child is not in immi- 
nent danger; but this other condition is in- 
sidious. You find the child has a slight deaf- 
ness which does not clear up completely in 
a few days. That is the case that leads to 
constriction of the eustachian tube and an 
adherent process of the middie ear. 

There are some controversial aspects of 
this question that are very tempting to us 
specialists but that are not of 
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interest to the general practitioner; and y 
Doctor Patton has said, it is important thy 
this should be considered by the general pra 
titioner. But I must say this—and I am J 
good enough friend of Doctor Weil to say jj 
—that I have never seen any mai: perfory 
a mastoidotomy on six weeks suppevration, 
have been taught by the best men I knoy 
and they followed the idea that mastoid ope 
ation is reserved for necrosis of the bone 
that you must have a necrotic process of th 
mastoid cells, or a granulation process of thy 
antrum, before you are justified in doing, 
mastoid operation. 


But if a man has cleared up the nose ty 
keep it from continuing this infection throug) 
the Eustachian tube, and there are no positive 
findings to indicate necrosis or granulation 
process there is some constitutional conditioy 
that needs to be cared for. 


Dr. William Sheppegrell (New Orleans): | 
was not present when Doctor Patton read his 
paper, but have heard nothing in the discu 
sion regarding the effects of hayfever m 
deafness. Cases that have suffered from 
hayfever for a number of years, almost in- 
varibly have a certain degree of deafness a 
a complication, the hearing usually being lov. 
ered 25 per cent., and frequently 50 per cent 

Unfortunately, hayfever is rarely 
recognized the first year of its development 
as forming a distinct clinical picture. An e- 
amination of the nostrils, however, shows a 
difference between hayfever and coryza that 
is easily recognized by the expert, and ab 
solutely confirmed by the diagnostic tests 
The first year the patient is rarely treated 
for hayfever, as he usually assumes that le 
has a cold. The second year he becomes suv 
picious on account of its character and per: 
odicity, and the third he begins to realize le 
has hayfever. The subject of hayfeveg, 
fortunately, is now better understood 
and I wish to emphasize the impor: 
tance of its early recognition and treatment 
with a view of preventing ‘leafness, as eatly 
cases respond especially well to the immuniz 
ing treatment. After the second season the 
aars become more affected, and this tendency 
increases with each season. 


You first have congestion of the Eustachiam 
tubes and consequent defective ventilation 0 
the middle ears, then retraction of the drums 
and later a condition develops which is as dif 
ficult to treat as the usual cases of catartll 
deafness. I especially wish to call your 4 
tention to this phase of hayfever, as sut 
cases are more apt to come to the attentiol 
of the general practitioner. 


Dr. W. T. Patton (closing): I believe will 
Doctor Weil that after six weeks of contint 
ous discharge you should do a simple ma 
toid and get a larger opening. 

Doctor Ewing spoke of otosclerosis. (to 
clerosis and osteomalacia have been studiel 
together lately and I think the experiment 
have been practical. In some cases the 
of codliver oil has been quite helpful. | 

I thank Doctor Ragan, because he ist 
only general practitioner who spoke sand 
had hoped that the general men would not 
so timid, but would give us some discussil. 
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OSTEOMYELITIS.* 


By URBAN Mags, M.D. 
NEW ORLEANS. 

While there is no disease in the surgi- 
eal category which is better known or 
better understood than osteomyelitis, it 
till presents many phases in which the 
diagnostic acumen of the surgeon of ex- 
perience is taxed, and in spite of labora- 
tory data and careful X-raying, an oc- 
casional case still slips by with exten- 
sMsive loss of function or even loss of life. 
“Two axioms which should be uppermost 

in the mind of every surgeon are: No 
mpurgation in acute abdominal pain until 
the diagnosis is assured, and early op- 
:IMeration in osteomyelitis. Many sur- 

‘Beons in large centers, and those with 
hospital and dispensary services rarely 
see acute infectious osteo nyelitis in its 

It is to the general prac- 
‘iitioner that the warning must be 
sounded, for he is called first, and may 
wmundertake medical treatment at the only 
time when actual benefit can come from 
‘Banything but a mutilating surgical pro- 
imcedure, when bone has been destroyed, 
and life and limb are in jeopardy. 

The older name, acute infectious 
osteomyelitis, has given way to acute 
hematogenous osteomyelitis, both as 
i@more fitting, and as a more exact de- 
scription of the disease, which is always 
blood-borne or metastatic; senticemia is 
-Mnot necessarily implied, although this 
iMcondition mya suprevene, and is un- 
~mdoubtedly present in many if not most 
of the fatal cases. 

In order to review fully acute hema- 
togenous osteomyelitis as an entity, it is 
necessary to recall the circulation in 
ne as originally described by Lexer; 
Bithe etiology is the same whether we ac- 
cept his conception or the more recent 
"observations of Starr, and there is only 
¢ Minor point of difference in their 
theories as to the treatment of the dis- 
ease. Lexer has shown that the main 
nutrient vessel enters the shaft of the 
long bone near the middle, and divides, 
sending branches to both ends, which, 
after numerous divisions, end in fine 
capillaries in or near the metaphysis. 
he epiphysis gets its blood supply from 
he cortical branches, which are numer- 
ous and distributed to the entire sur- 


"Read Before the Louisiana State Medical Society, 
April 24-26, 1923. 
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face, while the cortex of the shaft is 
supplied from the periosteal vesse's. It 
will thus be evident that the long bones 
derive their blood supply from three 
separate sources, and this will explain 
in a measure why the cortex beco nes in- 
volved only secondarily in osteo nyelitis, 
‘while the epiphysis is rarely if ever at- 
tacked by the disease. On the other 
hand, it is the fine capillaries originat- 
ing from the main nutrient vessel in 
which the senvtic infarct becomes lodged, 
and we have simply to apply the reac- 
tionary phenomena of inflammation to 
bone tissue to complete the early pic- 
ture of hematogenous osteomyelitis. 
With this fundamental view of bone 
circulation before us, let us now turn 
to the pathology and attenpt to com- 
plete the picture before considering the 
diagnosis and treat nent. The septic in- 
farct may have its origin in an un- 
noticed skin furuncle, a tonsillar crypt, 
or the mouth cavity, and is carried in 
the general circulation until a satisfac- 
tory lodging place is found. The lung 
and cerebral capillaries, being relatively 
large, do not arrest the infarct, and it 
finally reaches the terminal capillaries 
in the metaphysis of the long bone, 
where the bacterial colony begins to 
grow. On account of bone density we 
cannot have much, if any swelling, 
therefore early necrosis occurs, which 
may extend ravidly along the marrow 
of the diaphysis or may find its 
way through the cancellous struc- 
ture to the surface, and make itself 
known as a subperiosteal abscess. In 
the experience of the most of us, both 
of these phenomena are possible, and 
the contentions of both Lexer and Starr 
would seem to be correct. With in- 
creasing inflammation, more pressure 
is exerted, and actual death of bone 
occurs with localization of the abscess 
and the casting off of a sequestrum. In 
many instances this localization does 
not occur, and we see rapid involvment 
of the entire marrow. In an example 
of this sort recently observed, the in- 
fection found its way to the sub-perios- 
teal layer and spread rapidly in this 
space, causing a necrosis of the entire 
shaft of the femur by cutting off its 
blood supply. In most instances, how- 
ever, where death of the patient does 
not supervene, localized death of bone 
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gives relief to the patient, while the 
surgeon is at his wits’ end to terminate 
the long suppurative process. 

The organism found is usually the 
staphylococcus aureus, which would 
seem to be expected. Occasionally a 
strain of streptccocci may be found, but 
this organism does not have the wan- 
dering or metastasizing properties of 
the staphylococcus, usually causing 
trouble by local reaction or through the 
lymph stream. ; 

The clinical picture of acute hemato- 
genous osteomyelitis is fairly character- 
istic, although there may be some ob- 
scuring or complicating condition to 
mask the symptom complex. Just as 
there are those of us who still on occa- 
sion give a purgative in acute abdomi- 
nal pain so we may sometimes be 
tempted to treat pain in or near a joint 
with salicylates, etc.; but we should 
remember always that just as the giving 
of a cathartic has complicated many a 
simple appendix, so valuable time may 
be lost in medical treatment of osteo- 
myelitis. The time to recognize and 
attack acute hematogenous osteomyelitis 
is at the onset, during the stage of in- 
flammatory reaction and before the 
actual death of bone takes place, for it 
is only during this period that con- 
servative surgery will avail. 

In most instances the diagnosis rests 
on a rather clear-cut story. ‘The aver- 
age case occurs in a child between two 
and ten years of age, who has bad 
tonsils, bad teeth, or possibly an insig- 
nificant skin infection. Exposure or 
traumatism may play a part, although 
the injury may be so slight as to be al- 
together forgotten. As a rule, persist- 
ent, localized pain near a joint is the 
first symptom, which is quickly followed 
by a chill, with temperature up to 103 
or 104, and the usual symptoms of tox- 
emia, such as vomiting, dry tongue, 
headache, etc. The blood picture will 
show a marked leukocytosis, 20 to 
30,000, with a corresponding increase 
in the polymorphonuclear leukocytes. 
It is at this stage that recognition of 
the disease and prompt treatment will 
save much time and suffering to both 
patient and physician. Unless proper 
treatment is inaugurated at once, red- 
ness and edema become marked in the 
soft parts, and there is a corresponding 
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increase in the toxemia, as well as loca] 
destruction of bone. To quoie from 
Starr, “The diagnosis must be made op 
signs present. Severe pain in the 
neighborhood of a joint, with a spot of 
tenderness, in a growing child is ex. 
tremely significant. If it is accom. 
panied by high fever and rapid pulse, 
with high blood count, the diagnosis jg 
moderately certain.” 

Let me emphasize here that the X-ray 
is useless at this stage of the disease 
and may even be misleading. By the 
time gross changes can be demonstrated 
radiographically, the oppurtune time to 
inaugurate treatment will have passed, 

The diseases from which acute hema- 
togenous ostemyelitis must be differen. 
tiated are acute articular rheumatisn 
and acute infectious arthritis. In the 
former there is less constitutional reac- 
tion and mcre localized pain confined 
to the joint itself rather than to the 
neighborhood of the joint. There is im. 
mediate joint swelling and much less 
severe pain, with a more gradual onset. 


In arthritis, there is more joint fixa- 


tion from muscle spasm, with the 
swelling linited to the synovial men- 
brane of the joint. 

In our own study of 23 cases from 
the records of Touro Infirmary, sun- 
marized by Dr. A. B. Pitkin, we find 
that eight patients were admitted with- 
out any diagnosis having been made 
Four were sent in with a diagnosis of 
chronic osteomyelitis, and the remaining 
eleven were variously classified as “in-§. 
testinal upset,’ rheumatism, typhoid 
fever and tuberculosis. The duration 
of the disease before admission varied 
from three days to five years. The’ 
X-ray diagnosis was positive in all 4 
the old cases, but showed nothing up 
the third day in any case, at which time 
there was already marked bone destruc 
tion. The stay days in the hospital va 
ried from one—in a patient with a small 
focus in the oscalcis, which was easily 
removed with a curet—to 84. All of 
these patients were discharged still u-#* 
healed. 

I believe most of us are prepared i 
accept the pathological picture as a 
ready presented, and can visualize the® 
process as a true bone abscess, analog FF 
ous to any other abscess except as t 
the special tissue involved. The soft 
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rts accommodate swelling to a greater 
or less extent, but unyielding bone can- 
not swell. There is consequently but 
one outcome to bone inflammation, and 
that is necrosis from local anemia. This 
eal death of bone and the profound 
toxemia can be combatted only by fol- 
lowing the old surgical adage, “ubi pus 
ibievacua.” There has arisen some dis- 
cussion as to the propriety of following 
Starr’s sl uggestion of simply opening the 
periosteum in early cases. The writer 
would prefer going a step further and 
making several drill holes in the can- 
cllous bone structure in these cases, or 
_Beven opening the marrow canal with a 
_Htrephine where this is indicated. The 
instrument armamentarium would be 
very simple. A small carpenter’s gim- 
_Blet added to the surgeon’s pocket case 
and used under aseptic precautions 
might be the means of saving a great 
deal of disability and cutting down a 


ae fneediess mortality. 


Kellogg Speed has called attention to 
the disturbance of growth following 
steomyelitis in growing children. This 
would remind us that the maintenance 
of normal longitudinal bone growth is 
dependent on sufficient blood supply in 
_Bthe region of the epiphysis, and while 
Starr suggests that holes be made in the 


‘+h. cancellous bone in the direction of the 


epiphysis, this latter must not be in- 
jured. Our drill holes must be in the 
metaphysis, but not through it. 

Should the opportune time for the 
inauguration of treatment be passed, 
however, we then have to deal with an 
entirely different phase of the disease, 
and it is here that surgical skill and 
ingenuity may be taxed to their utter- 
most. Once actual death of bone has 
occurred, the subsequent handling of 
he case will depend on the rapidity of 
-Whe spread of the infection, and whether 
ornot there has been an early perfora- 
lon of the cortex with localization of 
the infection. Radical treatment varies 
all the way from simple removal of the 
Sequestrum to complete excision of the 
haft of the bone involved. Moreover, 
he infected cavity left after the re- 
moval of the sequestrum varies in ex- 
. pent and in the amount of the surround- 
ing infection, and may require an ex- 
ensive use of the curet and chisel and 
the removal of_a sufficient amount of 


367 


bone to require later some plastic pro- 
cedure, or even a bone graft. 

The best method of filling the bone 
cavities left after such operations has 
been the source of much speculation. 
The various plasters, waxes and bone 
chips have all had their day. Lining 
the cavity with skin, as suggested by 
Neuber, is a valuable procedure if the 
infection has been entirely eliminated; 
but this, like all other procedures, is 
destined to failure in the face of infec- 
tion. Bancroft has shown that we may 
be more conservative since the infec- 
tion can be controlled by the proper use 
of Dakin’s solution, and there are even 
some instances in which with this 
method of treatment the sequestrum has 
become reorganized and healed in place. 

Since the experience of army surgeons 
has been so valuable in the application 
of Dakin’s solution by Carrel’s tech- 
nique in bone suppuration, the writer 
would advocate the use of this method, 
which has been most helpful in his own 
personal experience. The bone cavity 
treated in this way will usually fill with 
healthy granulations, which in turn be- 
come covered by epidermis. This is in 
most cases followed by a reproduction 
of new bone to fill in the cavity. The 
subject of bone grafting is a chapter 
unto itself, and will not be touched on 
here. 

In conclusion, let me urge early diag- 
nosis and prompt operation in acute 
hematogenous ostemyelitis. In this way 
alone, we can save life and preserve 
function. 

When in doubt, early exploration 
under aseptic precautions can do no 
harm, and if a trephine or burr is not 
at hand, several holes made with a 
carpenter’s gimlet may be sufficient to 
limit the process. 

In chronic cases, the use of Dakin’s 
solution by Carrel’s technique will give 
good results and limit the extensive use 
of the chisel with the subsequent neces- 
sity of bone grafting. 
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Dr. John Oeschner (New Orleans): It is 
more particularly of the acute condition that 
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I wish to speak. To those of us who see much 
osteomyelitis there are certain conditions that 
are absolutely axiomatic, and I had hdped 
that the general practitioner was sufficiently 
conversant with the symptomatology of osteo- 
myelitis to know that it has its corollary in 
appendicitis. There is only one treatment in 
the acute condition, just as in appendicitis. 
There is certainly no general practitioner who 
being’ faced with pain located over McBur- 
ney’s point, chill, high temperature, total 
leucocyte count of anywhere from 10,000 to 
30,000 would hesitate for a moment to cut 
into the abdomen and take out the appendix. 
Anybody who would would be regarded as a 
medical idiot. And yet we are permitting 
our children suffering from osteomyelitis to 
lose bone, to lose joints, to lose life itself, 
simply because we are afraid to tackle the 
job. What do we have? A child, usually be- 
tween two and ten, and on up to adolescence, 
This child has a chill, high temperature, leu- 
coytosis. What is it? It is an infection. 
Where is it? When it occurs in the region of 
the appendix, it is appendicitis. But where 
do we have complaint of pain? Invaribly at 
the end of one of the long bones, and what 
happens? The infection travels, usually the 
infarct takes place at the epiphysis, and there 
pain is complained of. You will have swell- 
ing, and redness, and heat. There is no possi- 
bility of the infection going into the soft tis- 
sues—you cannot do it. But in three or four 
days Nature has done what you could not do— 
it has worked through and made a sub-pare- 
tal abscess, and then the variest tyro in medi- 
cine could take care of it. It does not require 
any special education. The abscess is opened 
—and the doctor is a big man. But the bone 
has been irreparably damaged, sometimes has 
to be removed, and sometimes the joint is in- 
volved. 

What should be done? As in the appendix 
get the pus out, for in seventy-two hours— 
in twenty-four hour, the damage is done for 
all time. Cut down over the site of the pain 
and with a trephine go in and take off two 
or three little plugs of bone, but do not bother 
the marrow. 

Dr.Isadore Cohn (New Orleans): I do not 
know that I have ever heard a presentation so 
concise, so definite, and so much to the point 
as this of Doctor Maes, and of so much value 
to most of us. 

Doctor Oeschner in his discussion touched 
some interesting points, but he did not go 
far enough. He said after a few days pus 
gets out and forms an aabscess, then somebody 
opens the abscess, and he is a big man. Gen- 
tlemen, I think he is a little man who does 
that. If he does not go in where the infec- 
tion started the medulla he has not done 
enough. The time to make a diagnosis of 
osteomyelitis, as Doctor Maes has beautifully 
put it, is before the X-Ray can help us. Those 
who sit down and depend upon the X-Ray 
might as well do nothing. You cannot depend 
on it. 

The trephine is a good instrument, and does 
little harm, but the simplest of all measures 
is possible in a well equipped hospital where 
you have a motor-driven drill and can make 
two or three openings and drain the abscess. 


HENRIQUES—X-Ray Examination. 


Please throw your curettes away. [ut them 
in a museum. If you use a curette you are 
simply scraping off some of the cells which 
are protecting you. Whether you use Dakin’s 
solution, or whether you use dichloramin, or 
whether you use anything—as lone as you 
have the abscess drained you have « 
duty, and the main thing to remember j 
since there is pus along the periost« 

is certainly pus in the bone. 

We have all seen people using go 
mallets and chisels to get into the b: 
cause of death in fracture of the long bon 
is fat embolism. The first pathological 
change that takes place in the medullary 
canal is fatty degeneration. If we use , 
gouge and mallet we are forcing fat globules 
into the circulation and increasing the chance 
of fat embolism. 

Let us not forget the many complications 
that may arise, and when we see these pa- 
tients do not wait for the X-Ray to help us. 

Dr. S. C. Barrow (Shreveport): I want to 
correct one little error. , 
that the X-Ray is of absolutely no value, and 
it has been likewise stated by those who dis. 
cussed the paper. Radiologists will admit tha 
the X-Ray has no value in osteomyelitis to the 
extent of demonstrating that there is an os 
teomyelitis, but I will gamble that these gen. 
tlemen who discussed the paper invaribly have 
an X-Ray examination, if only for the pur. 
pose of excluding injury or trauma to the 
bone, excluding arthritis, and various other 
things. An X-Ray examination, even though 
negative, is of as much value as when pos. 
tive. I do not presume to tell you that wa 
can show you an acute, osteomyelitis, but we 
can tell you in all cases that there are noj 
other things that no doubt will confuse you. 

Dr. Urban Maes (closing): I want to sa 
that Doctor Barrow’s point is well taken. Wé 
all have X-Ray pictures made, but we us 
them in a negative way. 





THE VALUE TO THE GENERA 

PRACTITIONER OF X-RAY EX: 

AMINATION OF THE STOM- 
ACH AND DUODENUM.* 
By Apo_po HENRIQUES, M.D. 
Assistant Professor of Medicine 
Tulane University, 
NEW ORLEANS. 

Little did Roentgen, the discoverer 
the X-ray, realize, at the time he mat 
his monumental discovery in 1895, th 
broad field of application which wast 
follow. 

Today the X-ray is used in every «il 
ilized country of the globe both as: 
aid to diagnosis and in the growing fie 
of therapy. 

If you look over the list of scienti 
exhibits at this meeting you will ™ 
that, of a total of 56, that 13 are entiré 


*Read Before the Louisiana State Medical 
April 24-26, 1923, 


( Radiology) 
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X-ray and that three additional exhibits 
are partly radiographic, a very high 
percentage of the whole exhibit. 

In no phase of X-ray work has there 
been more definite and certain strides 
made than in the study of the digestive 
tract. 

With thorough, careful study it is now 
possible to determine the presence of 90 
to 95 per cent of organic lesions of the 
stomach and duodenum. A _ negative 
diagnosis may be made in an equally 
large percentage of cases. Dr. Will 
Mayo said that in health one should be 
able to eat anything and even throw in 
an old shoe besides without feeling any 
inconvenience from the stomach. This 
agrees with the teaching of some of our 
leading internists among whom I may 
mention my chief in medicine, Dr. 
George S. Bel. 

When a patient comes in complaining 
of indigestion, only too often the poor 
stomach is blamed off hand and the pa- 
tient becomes a human drug store— 
pound after pound of chemicals, pint 
after pint of liquids poured into the 
protesting organ. 

Some one has termed the stomach the 
greatest liar of all the organs of the 
anatomy. It has been referred to as 
the alarm box of the body. 

How many patients have been dieted 
and fasted for a peptic ulcer when the 
trouble existed outside the stomach. On 
the other hand how many individuals 
have been labeled chronic dyspeptics 
and consigned to indefinite invalidsm 
when a real lesion of stomach or duo- 
denum could have been definitely lo- 
cated and relief secured by skillful sur- 
gery. 

The practice of medicine is tending to 
become more and more scientific. If, 
in the examination of our cases, our 
findings can be made objective and if 
the subjective phenomena minimized as 
abasis of diagnosis then will diagnosis 
reach its highest scientific attainment. 

The principle advantage of X-ray ex- 
amination exists in the fact that the 
findings are objective. A thorough ex- 
amination of each part of the stomach 
and duodenum permits the careful, pain- 
staking, trained Roentgenologist to 
state with reasonable assurance that an 
organic lesion of the stomach or duo- 
denum does or does not exist. 


HENRIQUES—X-Ray Examination. 
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In order to determine the presence of 
abnormalitis in the gastric or duodenal 
wall, it is necessary to be familiar with 
normal appearances. I find that the 
greatest source of error for beginners 
in Roentgenology in making interpreta- 
tions is that they are unacquainted with 
the normal stomach. As an example of 
this, I put the question to my students 
beginning their course in X-ray as to 
what was abnormal about the appear- 
ance of a certain stomach. There were 
eight answers each one stating an ab- 
normality. I could see not even one. 

The stomach is subject to so many va- 
riations of position and peristalsis that 
anyone seriously considering taking up 
this work should spend several months 
at least in the study of the normal and 
its variations. Otherwise both the 
Roentgenologist and the physician rely- 
ing upon his report will be subjected to 
many needless embarrassments. 

If this has happened to you, do not 
blame the X-ray for the fault lies rather 
with the one using it. 

At least 85 per cent of the value of 
the X-ray in diagnosis is in the correct 
interpretation of the shadows cast by 
it upon the screen or plate. 

In making the X-ray examination 
the routine I have adopted begins with 
a preliminary fluoroscopy of the pa- 
tient’s chest. Then the oaesophagus, the 
fundus of the stomach, the median por- 
tion, the pyloric antrum, the pylorus 
itself and the duodenum are studied in 
turn. Care should be given to each part 
of the stomach as though one were deal- 
ing with several organs. 

It is possible to identify definitely the 
pylorus as such, one sees the shadow 
produced by the muscle between the 
pyloric antrum on one side and the duo- 
denum on the other. The determina- 
tion of the location of an ulcer, whether 
post-pyloric or prepyloric is an added 
advantage as ulcers of the duodenum 
are so seldom found to have a malignant 
process engrafted upon them. 

In my own experience the fluoroscope 
has been more satisfactory than the 
skiagraph. It permits examination 
from many angles. One can associate 
palpation with fluoroscopy and note in 
many cases the relation of palpable 
masses to filling defects in the gastric 
outline. Also through the abdominal 
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wall the storach may be moved about 
and many svasms, especially about the 
pyloric antrum, may be overcome; be- 
sides the flexibility of the walls of the 
stomach may be determined in this way. 
This is an important point in suspected 
early maligncy of the stomach as in a 
small percentage of cases a gastric 
tumor may not project within the gas- 
tric Jumen. 


The examination of the digestive tract 
is not complete, however, without plates 
of the gall bladder region and an ex- 
amination of the terminal ileum, ap- 
pendix and colon. 


At times, recourse is necessary to the 
use of the opaque enema which gives 
us a better idea of the walls of the colon, 
from just above the rectum as far as 
the caecum, than any other known 
method of examination outside of a most 
thorough exploratory laparotomy. 

In conclusion: By a more accurate 
means of diagnosis of organic lesions of 
the stomach and duodenum which we 
possess in the X-ray, much misdirected 
treatment will be avoided when the 
stomach and duodenum are not at fault. 
On the other hand, many cases which 
are classified as chronic dyspeptics will 
be restored to health by the recognition 
of an organic lesion and its relief by 
the skilled surgeon. 


DISCUSSION 


Dr. S. C. Barrow (Shreveport): This is a 
subject that should be brought before the pro- 
fession whenever possible. I was asked by a 
physician yesterday, a man who knows medi- 
cine well, if the X-Ray was of any value in 
the determination vf gastro carcinoma. I 
have again been asked if by the X-Ray we 
could determine ‘he presence of a simple 
pyelitis. These questions indicate a lack of 
information on the part of the profession 
generally as to what the X-Ray will do,, and 
one of the most important points for the pro- 
fession to know is in just what conditions 
the X-Ray is valuable 

We had a treat in December hearing Dr. 
Carman read a paper in which he reported 
523 cases of duodenal ulcer which were diag- 
nosed by the X-Ray and 520 found to be cor- 
rect. It does not interest you how the ex- 
amination is made, or the technique used; the 
thing that interests you is the fact that a 
correctly made and interpreted X-Ray examin- 
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ation in these conditions mentioned ! y Doeto; 
Henriques will put you right in a larve major. 
ity of cases. We cannot all attain 
ficiency of Doctor Carman, but wit: 
able care and skill we can detect 
majority of these conditions. 


Dr. A. A. Herold, (Shreveport) : 
standpoint of the internist, I woul 
say a word or two about this most i 
means of diagnosis. I recall a case 
we were in doubt whether it was 
uleer or gall bladder infection. The 
of the radiologist was in favor of 
ulcer. At the same time the man w 
going treatment with another man 
bladder infection. We got togethe: 
cided that it might be both. This m 
away' a good many miles to be trea’ 
gastroenterologist in a distant city, w! 

a diagnosis of colitis, but he did not cure him, 
He came back for further treatment for dypo. 
denal ulcer and gall bladder infection. 


Too often these patients will go from doe. 
tor to doctor until when we go to look for 
the real trouble we have to call on the radio. 
logist to help us out in our dilemma. And it 
is not so much the technique of the radiolo. 
gist, as his ability in interpretation, as Doctor 
Henriques has emphasized. 

Dr. E. Denegre Martin (New Orleans): It 
is singular the impression that prevails, es 
pecially among the practitioners away from 
the large centers, who are not familiar with 
X-Ray work. The general impression seems 
to be that all you have to do is to send the 
patient to the radiologist, and a diagnosis 
will come back. For myself, I depend much 
on the radiologist. But the history must go 
with the case. It is just as important that 
the radiologist should know the history as to 
know the technique of taking the picture. We 
have many times been misled when the diag- 
nosis was not confirmed, and I believe many 
of these instances are where the history has 
not been taken. 

I am afraid we are going a little too far 
today on the laboratory side. As long as 
scientific medicine is in the hands of the 
scientists it is all right; but we are not all 
scientists, and I am afraid we are depending 
too much today for diagnosis upon the labor 
tory, and are forgetting examination of ou 
patients, getting the history, and putting the 
two together. Our laboratories should be for 
the confirmation of diagnosis, and not for 
the purpose of making diagnosis on which the 
surgeon may operate. I have as much faith 
in the X-Ray apparatus as anybody in the 
world. There is not a day that I do not us 
it. But we must not depend upon it excli- 
sively. 

Dr. Adolph Henriques (closing): I wish t0 
thank Doctor Barrow for his discussion. 48 
I said, the method is objective, and at leas 
85 per cent of the value of the method 
pends upon correct interpretation. 
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FULL TERM ABDOMINAL PREG- 
NANCY (A CASE REPORT).* 


By Lucten A. Lepoux, M.D. 
Visiting Obstetrician, Charity Hospital, 
NEw ORLEANS. 


The occurence of full term abdominal 
pregnancy is rare. To operate and de- 
liver a living fetus is unusual. The case 
[am reporting tonight presents several 
phases of more than ordinary interest. 

In the July, 1922, issue of Surgery, 
Gynecology and Obstetrics, Dr. P. Graf- 
fagnino, of New Orleans, reported that 
from 1906 to 1920 there was on record 
at the Charity Hospital of Louisiana, 
eleven (11) cases of advanced abdomi- 
nal pregnancy ; since that time two cases 
have been added and in both instances 
we have had the good fortune to have 
both of them come under our observa- 
tion. 

After reviewing this record, I have 
briefly clessified them as follows: (a) 
Primipara, 5; (b) Multipara, 4; (c) 
unclassified, 3; all cases were colored 
women. Fifty per cent occurred in 
woren between the ages of 26 and 30. 
The youngest was 20, the eldest 90. 
Right of these cases were full term 
foetuses, one seven months, the other 
four months; additionally a case of 
twins, period of gestation not stated; 
two unclassified; one deserted before 
operation. Of the 12 cases recorded, 
two (2) were viable foetuses; one (1) 
died a few hours after birth, the other 
was discharged and at last reports was 
living and well. Nine cases were dis- 
charged as well; three (3) cases died. 

Jane P., colored, age 28 years. Admitted 
toward 39, Charity Hospital, March 10, 1923, 
complaining of vomiting since last August, 
feeling of fullness in lower abdomen and pres- 


sure on the rectum. Headache, backache and 
constipated. 

F. H. Negative for syphilis, T. B. and can- 
cer. 

P. H. Usual childhood diseases, otherwise 
negative. 

M. H. Menses at 14 years of age. Regu- 
lar, 30 day type, duration 4 to 6 days, color 
normal, flow moderate, no dysmenorrhea. 
last menstrual period, July 1st to 15th; pa- 
tent is not sure as to exact date. 

P. I. Last August patient began having 
Yomiting spells which have continued to this 
ime. About a month agio, patient took some 
sort of purgatiive and shortly afterwards 
noticed that her baby was lower than usual. 
‘Read Before the Orleans Parish Medical Society, 

November 12, 1923. 


She states, tho, that she has carried low all 
along. Her bowels are badly constipated and 
she has to resort to castor oil to get results. 

Phy. Exam. Shows a colored female, very 
poorly nourished and skin rough and dry. 

Head: (Eyes) Pupils equal and regular, 
react to light and accommodation. No edema 
found. 

Mouth: Teeth in bad condition. Tongue 
coated; tonsils hypertrophied. 

Neck: No glandular enlargement. 

Chest: (Lungs) Respiratory rate and breath 
sounds normal. (Heart) Enlarged to the left, 
strong and forcible systolic blow at the apex 
which is not transmitted. 

Abdomen: Enlarged an ddistended. Foe- 
tal parts found to extend to the umbilicus. 
Back of foetus appears to be low down and 
to the left. Foetal small parts generally felt 
over abdomen to pubis. 

Vaginal examination: Bulging of post- 
vaginal wall is noted, cervex found very high, 
behind the pubis. Cervix is soft, but will not 
admit one finger. 











X-Ray of case of Full Term Abdominal Pregnancy. 
This picture was taken several days before the 
operation. Of interest is the low level of the foetal 
vertex. 


Rectal: Foetal head is found to be en- 
croaching upon the rectum, and the vagina, in 
the cul-de-sac as far down as the coccyx. 

Diagnosis: Full term pregnancy, foetus 
viable. Vertex, occipito-posterior partially 
incarcerated. 

Her temperature on admission 99 degrees, 
pulse 110, urinalysis 3-14-23, negative except 
for few hyaline cases. Coagulation time 4 
minutes. B. P. S. 190, D. 110, Wassermann 
negative. 

X-Ray report: Enlarged size and density 
foetal gravid bones. In addition, as you will 
see, the plate shows that the pelvis was amply 
large enough for the passage of the head and 
the vertex is very low, lying near the level 
of the bi-ischial line. The case was examined 
by Dr. Kostmayer and members of the Staff 
and we agreed that in all probability it was 
a case of relaxed uterine wall, which allowed 
the head to sink low into the pelvis; possibility 
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of an extra-uterine pregnancy. We decided to 
note case closely and be prepared for vaginal 
hysterotomy. 

Progress Notes: 3-10-23: Head low in 
cul-de-sac and resting on coccyx, cervical os 
found with great difficulty. Cervix pointing 
upwards. 

3-14-23: External os, two fingers dilated, 
general condition good. 

3-15-23: 9 A. M.: Few cramp-like pains 
are felt in lower abdomen. 4 P. M.: Pains 
are becoming more regular and more like 
labor pains. No show. 6 P. M.: Pain more 
frequent, every 2-3 minutes, duration 15-20 
seconds, similar to labor pains. Perineum 
beginning to bulge and upon rectal examina- 
tion there is found to be a definite attempt 
to expel the foetus. 


8 P. M.: I saw the patienteand ordered her 
prepared for operation. Patient was pre- 
pared for plastic work. Under ether anaes- 
thesia it was found that the vertex was push- 
ing through the recto-vaginal septum. The 
cervix was found high up, anterior, behind 
the pubis and above the bladder, soft and 
internal os persistently closed. 


Vaginal hysterotomy and forceps had been 
decided upon, but in view of our findings, 
an extra-uterine pregnancy, median section 
was done. 

Operation 3-15-23: Median incision about 
6 in. long, middle of incision at point of um- 
bilicus. Skin, facia and peritoneum very thin 
and adherent. Peritoneum opened at level 
of umbilicus; dark brown colored omentum 
bulged out, followed by a portion of trans- 
verse colon. The uterus was not visible. 
Hand was introduced into abdomen and foetus 
found lying free in the abdominal cavity. The 
membrznes were found ruptured. Male foe- 
tus delivered, which breathed and cried im- 
mediately. Color somewhat cyanotic. Cord 
clamped and cut. Placenta and membranes, 
which were bile stained, found adherent to 
the right tube, broad ligament, caecum and 
under surface of the liver. The fimbriated 
end of the right tube was the point of origin 
of the umbilical cord. There was no abdomi- 
nal bleeding. The uterus was in normal posi- 
tion, purplish colored and soft, and about the 
size of a three months pregnancy. Both 
tubes, though enlarged, were normal. Ovar- 
ies normal. Removal of placenta was deemed 
too harzardous and was left in situ with a 
firm pack about the base. 

Presentation-vertex-position R. O. P. 

Weight of child 7 1-2 pounds. 

Abdomen closed according to usual tech- 
nique with silk-worm and catgut sutures. 
Drain and lap six at lower angle of wound. 
Patient did fairly well throughout and there 
was no bleeding from the cut skin surfaces. 

The following day the condition of the 
mother and child was excellent. Succeeding 
days showed satisfactory progress, with free 
drainage. The drain and pack were removed 
by the end of the fifth day. Patient was 
given water and sugar freely. Temperature 
averaged normal, pulse 95. On the 25th 
ten days after operation, the patient’s temper- 
ature rose to 103, pulse 120, followed by a 
severe chill. The course that followed was 
typically septic; became distended and show- 
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ed all symptoms of a general perito itis, He 
condition progressively grew wors 
died March 31st, 16 days after oporation, | 
was able to get a partial autopsy. 
men contained straw colored fluid 
was evidence of a moderate grad* gener) 
peritonitis. The placenta was found attached 
to the fimbriated end of the right ‘ube, pos 
surface of right broad ligament and append. 
cial region of the caecum. About half of jt 
had become detached and seperated by organ. 
ized blood clot. All evidence of umbilicg 
cord and membrane had disappeared. 

The baby was discharged on the 12th day 
and at last report was doing very well. 


DISCUSSION 


Dr. S. M. Blackshear: I would like to asi: 
the Doctor why he had not removed the pla 
centa? It seems to me he would have re 
moved it after taking out the drains. 

Dr. E. L. King’: I think I can answer Dr, 
Blackshear’s question. It is pretty well e. 
tablished that the removal of a placenta in 
the case of a pregnancy such as this (i, ¢ 
with a living child) is dangerous. i 


broad ligaments, or to both. 

conditions, it is better to do a hysterectomy, 
removing uterus, broad ligament (or liga 
ments) and placenta en masse. The ony 
other way to handle the situation is to leave 
the placenta alone. In case the foetus ha 
been dead for some time, removal of the 
placenta is simple and free from risk. 

Recently a case was reported (Practica 
Medicine Series, Chicago, one or two yea 
ago) in which the placenta was left intaef 
and firmly attached in the cul-de-sac; th 
abdomen was closed without drainage. Th 
operator reported on the patient’s condition 
one year later. The placenta was still there, 
and was not giving any trouble. Its ultimat 
fate has not been determined. 

The advisability of drainage in such a case, 
with the placenta left undisturbed, is poss 
bly open to question, but it has always beet 
the custom. 


came some three or four 
I had had a similar one. 
case, 
beneath the abdominal wall. 
showed an intra-uterine pregnancy; there wai 
some doubt as to the diagnosis. The Rati 
ologist reported an intra-uterine pregnancy. 
On X-ray examination, about the foetus, there 
was the uterine wall. The ultimate test 
diagnosis is to find the uterus separate from 
the pregnancy on physical examination. Th 
rest makes no difference. I saw this patien 
and without having seen the X-ray, I foum 
the uterine body lying in front, and to th 
right side. There was no doubt about tha 
I then went down to the X-ray room al 
studied the plate. I removed a dead foetus 
This was the first of the two cases. 
problem was simple. 

When the other patient came along, I toll 
Dr. LeDoux that some years ago Dr. Hiddes 
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of London, had told me of having opened the 
posterior cul-de-sac, put on Elliott forceps 
nd delivered a baby, and after the 7th, 8th 
or 9th day the dried up placenta was pulled 
away. His case made an uneventful recovery. 
[told Dr. LeDoux I thought his case was 
gmewhat similar. 

It was decided to either split the cervix or 
glit the cul-de-sac and remove the fetus. 
But on examination under anaesthesia the 
fetus raised up into the abdomen. The 
jroblem was difficult. An abdominal sec- 
tion was decided upon. In answer to Dr. 
lackshear, the only thing that might be done 
is to go back into the abdomen about the 
0th day. This seems worth thinking of. If 
you pack, most of them die of sepsis. I had 
aease in which I lost mother and baby, the 
another from sepsis from a packed abdomen, 
and the baby from syphilis. It seems best 
that we should leave it in for all time or 
‘Bieave it in without packing and go in at a 
future time. This case was fascinating, fol- 
lowing on top of the other one. 

Dr. LeDoux (close): I think that Dr. 
Blackshear has been answered pretty well. 
The patient weighed about 95 pounds and 
was lucky to survive the anaesthetic. I 
thank Dr. King for assisting me in explaining 
this to Dr. Blackshear. 

Iam inclined to agree with Dr. Kostmayer 
that closing without drainage is the safest 
gprocedure. I have never been up against this 
type of case before, but I believe it is best 
to close. 

In answer to Dr. Michinard. The cervix 
was very soft, but the internal os was found 
persistently closed. 

As regards the psychic features of this case. 


rear She last menstruated about the 1st to the 


lith of July and delivered about the 15th 
of March. She was about due. 

In closing I want to emphasize two points: 
(1) the typical normal labor pains occuring 
at frequent intervals with bulging perineum; 

(2) as in a previous case the uterus was the 
size of a three months pregnancy. I have 
atead reports of other cases and found that 


i‘he uterus enlarged almost up to the 3rd 
month. 





AN APPRECIATION OF SOME OF 
THE MODERN METHODS IN 
THE DIAGNOSIS AND TREAT- 
MENT OF SYPHILIS.* 
By FRANK J. CHALARON, M.D. 
NEW ORLEANS. 
_ Modern methods of diagnosis of syph- 
ilis date from 1905 when Schaudinn and 
Hoffman identified S. pallida as the 
causative organism of the disease, and 
thus made possible the positive identifi- 
cation of a lesion as a chancre in a 
i@™nimal time. In order to realize the 
value of this discovery, we must remem- 
ver that the diagnosis of the primary 


‘Read Before the Louisiana State Medical Society, 
April 24-26, 1923. 
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lesion had up to that time been based 
on purely clinical data and observation. 
The period of incubation, the appearance 
of the lesion, its induration, or lack of 
induration, the accompanying non-sup- 
purating adenitis, and the number of the 
lesions were in the main features in the 
differential diagnosis. That there ex- 
isted a strong doubt as to the positive- 
ness of the diagnosis even when all the 
symptoms were found in a given case 
is evidenced by the fact that many able 
syphilographers advised that no matter 
how typical the primary lesion, no treat- 
ment be instituted until the appearance 
of the secondary eruption. On the other 
hand, induration, copious suppuration, 
multiplicity of lesions, and healing after 
cauterization frequently led to a denial 
of syphilis to the sorrow and confusion 
of the diagnostician when a few weeks 
later the patient returned with a telltale 
secondary eruption. 

Today the diagnosis of the primary 
lesion is based solely on the presence of 
the specific organism as demonstrated 
by the microscope or the complement 
fixation test. Contrasting the two 
methods the importance of the time 
saved in establishing adequate treat- 
ment is evident. We know that mod- 
erate invasion of the body by a few 
spirochetes preceeds or is simultaneous 
with the appearance of the primary 
lesion. This time gained means the 
practical certainty of crushing the dis- 
ease in a year at most, as against the 
possibility of a cure after two or more 
years. 

Of the means at our command to 
demonstrate the S. pallida in a lesion 
or its satellite bubo I will discuss the 
best. 

The Dark Field. 

By this diagnostic method it is pos- 
sible to identify 65 per cent of genital 
lesions as chancres on first examination. 
Only 14 per cent of those in which the 
organism was not found gave a posi- 
tive blood Wasserman at a later date. 
However, the dark field examination 
has requisites which discount its value 
to the general practicioner. It demands 
a certain amount of technical skill in 
the proper adjustment of the dark 
ground illuminator and in the differen- 
tiation of the spirochetes and what is 
more important it requires either bright 
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sunlight or an intense artificial light. 
It should therefore be reserved for the 
specialist or the laboratory worker. 

The Fontana-Tridondeau stain. This 
method is practically as accurate as the 
dark field over which it has advan- 
tages commending it as the diagnostic 
method of choice to the physician who 
makes his own examination. Simplic- 
ity of technique easily obtainable in 
ingredients, rapidity of procedure, and 
finally the fact that slides may be kept 
for 24 hours without affecting the re- 
sult of the examination warrants its 
description. 

After cleansing the field with a 
saline solution or distilled water, serum 
is made to ooze from the suspected 
lesion by rubbing with a piece of 
moistened gauze, or by gently scarify- 
ing the edges with a needle. After 
waiting a few minutes, enough exudate 
is obtained to make two or three slides. 
The serum is taken up and spread in a 
very thin layer with a platinum loop or 
an ordinary wooden toothpick. The 
slides dry very quickly depending on 
the thickness of the layer. Sol. No. 1 
Dehemoglobinizer — (acetic acid 1, 
formalin 2, distilled water 100) is al- 
lowed to run over the slide for one min- 
ute. Sol. No. 2 mordant (tanic acid 5, 
distilled water 100). This is applied 
and the slide is warmed over the flame 
for one minute washing off in tap water. 
Sol. No. 3 stain (Nitrate of silver 20 
per cent so]. add drop by drop strong 
ammonia until precipitate is redissolved 
ered and solution has a slightly opales- 
cent appearance.) Apply cold for one 
minute, then warm over flame for ten 
seconds; wash in distilled or cistern 
water and either dry in air or by mov- 
ing in warm air over flame. Care 
should be taken not to boil when warm- 
ing as an excess of heat causes the 
spirochetes to lose some of their identi- 
fying convolutions. The organisms 
appear black on a yellow background. 
If the lesion has been treated locally 
with mercurials or caustics which kill 
the superficial organisms and give 
negative slides, the application of nor- 
mal saline compresses for 24 hours will 
freqeuntly bring back the spirochetes 
to the surface. It may be that in spite 
of the last procedure the slides remain 
negative. Then puncture of a gland in 
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the satellite bubo as advocated by 
Schultz must be resorted to. With a 
hypodermic armed with a fine needle 
two or three drops of sterile normal 
saline sol. are injected in the most 
prominent gland of the bubo. The 
needle is rotated in the gland a few 
times to produce exudation of glandular 
secretion then by aspiration the injected 
saline is withdrawn and spread on the 
slide for examination. Gland puncture 
has given positive findings in 50 per 
cent of cases in which the dark field had 
previously failed to show spirochete 
pallida. 
Klauder and Kolmer, and _ later 
Fuentes, found that exudate from 
chancrous lesions gave a uniformity 
positive W. R. Even in cases where 
mercurials had been applied and in 
which the blood W. was neg. The im- 
portance of this additional aid in the 
early diagnosis of syphilis can not be 
over estimated, since neither contani- 
nation nor local treatment affect it and 
it is present before the blood gives a 
positive reaction. It is in those cases 
where other diagnostic tests have failed 
that it should be used. The authors 
state clearly that this procedure should 
not supersede the use of the dark field 
but should be used only in neg. cases. 
It would seem that if Klauder and 
Kolmer’s findings are confirmed by 
other observers, a great step has been 
made in our ability to express a decided 
opinion as to the positiveness or nega- 
tiveness of a suspicious lesion. There 
is a small percentage of cases which 
while presenting the clinical appear- 
ance of a chancre are persistently nega- 
tive to all other tests. It is customary 
under such conditions to reserve the 
diagnosis until lack of secondary mani- 
festations; repeated negative blood tests 
have proved their non-sylpilitic nature. 
The Wassermann Test. 
This test was presented to the medi- 
cal world by its author in 1906, and 
was considered as a specific variation of 
the complement fixation test described 
by Bordet and Gengou earlier in 1906. 
It was not very long before various re 
search workers showed that the test 
was not only not biologically specific, 
but that it had an average error 4p 
proximating 30 per cent. While thi 
demonstration of its deficiency stimu 
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lated research for a more accurate 
technique and undoubtedly greatly in- 
eeased its degree of accuracy it 
brought forth a great number of modi- 
fications of the original test and a 
yluminous literature. Many of these 
modifications were of no value, and 
have been discarded as such. Others 
have gained favor and are still in use, 
producing because of their differences a 
lack of uniformity in results, which is 
to say the least very disconcerting to 
the clinician. The most able serolo- 
sists have given their best thought and 
most earnest efforts to clearing of this 
onfusion, in their endeavor to stand- 
adize the W. R. Kolmer’s work along 
this line is the most complete and com- 
ehensive, and though it covers six 
years arduous work it is nct yet fin- 
ished. The W. R. has given as high as 
§§ per cent of positive results in un- 
treated cases; yet it must be remem- 
ered that this high average of accuracy 
isnot obtainable by all serologists and 
that implicit reliance should not be 
jlaced in it. Broeman has e nphasized 
the tendency to rely largely on labora- 
ry methods for a diagnosis rather 
than on the history of the clinical evi- 
dence. Correlation between the W. R. 
and the clinical findings is essential to 
acorrect diagnosis. As valuable as is 
this test, much damage is being done 
y its injudicious and ill-timed use, 
specially when the report of a negative 
vaction establishes in the patient’s 
mind the belief of a cure and causes the 
#0 early cessation of treatment. Quct- 
ng from Kilduffe: “A negative R. 


.fmeans that there are no foci of spiro- 


1906. 
1s Te 
. test 
cific, 
r ap 
» this 
timu- 


hetes sufficiently active to bring about 
e formation of a detectable amount of 
tagin in the blood; hence as an indica- 
in of complete removal of trepone- 
hata at a given moment a single nega- 
ive W. is useless.” At all times when 
ets are being made the patient should 
karly understand that these tests are 
indertaken with a view of following 
he progress of the treatment and that 
eir value lies in their interpretation 
hen compared to sufficiency of medi- 
ation at that time. 

It must be noted that certain other 
inditions than syphilis give positive re- 
tio (yaws, leprosy, pneumonia) and 
at alcoholism and anesthesia may 
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cause false negatives. While weakly 
positive R. are diagnostically of doubtful 
value a strongly positive R. (yaws, 
leprosy excluded) obtained by a compe- 
tent serologist means spyhilis in 98 per- 
cent of cases. In the interpretation of 
the W. there should exist the fullest 
collaboration between the clinician and 
the serologist if the maximum of ac- 
curacy is to be obtained. When the W. 
does not conform with the clinical evi- 
dence, the test should be repeated and 
checked by another laboratory before its 
dictum is accepted as final. 

Limitation of time prevents anything 
but a most curscry discussion of the 
modern treatment of syphilis. 

Just as the discovery of Schaudinn 
marks the opening chapter in the. his- 
tory of the modern diagnosis of syph- 
ilis so does Erlich’s presentation of 606 
in 1910 open that cf modern treatment. 
Unfortunately Erlich’s hope for a com- 
plete sterilization of the body by one 
curative dose of salvarsan was not re- 
alized. But that in salvarsan and its 
justly more pcvular improvement neo- 
salvarsan he added materially to our 
therapeutic armamentarium is undeni- 
able. The value of the arsenobenzols is 
greatest in the early stages of the dis- 
ease, when the spirochetal invasion of 
the blood is compartively slight, and 
when their tripanocidal action can be 
used with telling effect and little fear 
of untoward accidents. 

The administration of 606 without 
regard to the weight of the patient is a 
common practice which contravenes 
Erlich’s plan of giving stated amounts 
of salvarsan for a certain number of 
pounds of bedy weight. Schamberg has 
shown that the minimum tripanocidal 
doses are .005 for salvarsan and .009 for 
neosalvarsan ver kilo. of body weight. 
In the light of this knowledge, the prac- 
tice of beginning the treatment of early 
syphilis with the doses totally inade- 
quate in tripanocidal action seems irra- 
tional. Those small doses kill but few 
spirochetes and tend to establish a re- 
sistance to arsenic in the surviving or- 
ganisms. 

The vlan of giving several courses 
consisting of six to eight doses of arse- 
phenamin or neoarsenphenamin at week- 
ly intervals reinforced by weekly intra- 
muscular injections of mercury salicy- 
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late seems to be the favorite method of 
treatment adopted by American physi- 
cians. Confining observation to the use 
of the arsenical it is urged that this 
plan is only applicable to the treatment 
of early syphilis. In late syphilis, when 
pathological changes are common in the 
liver, the blood vessels, and the nervous 
system and there is more danger of 
arsenic accumulation a course of arse- 
phenamin should not exceed four doses. 
The elimination of arsenic is progressive 
up to the fourth dose; after this there 
is gradual diminution in the process of 
elimination and a corresponding arseni- 
cal retention in the body. Disregard 
of this fact may explain the increase in 
the number of cases of severe dermati- 
tis. .The gratifying results obtained by 
Krefting (U. and C. review, October 
1922) after 10 years experience in the 
treatment of syphilis with salvarsan 
alone have not been confirmed by other 
observers and the combination of in- 
travenous injections of the arsenoben- 
zenes with the use of mercurials is still 
the method of choice. 

It is in the treatment of neuro-syph- 
ilis that some of the more radical steps 
have been undertaken by modern syph- 
ilographers and neurologists. This is 
easily understood when we recall that 
while syphilis was ad nitted as a possible 
etiological factor in some cases of tabes 
and of paresis it was not even suspected 
of being the sole cause of those morbid 
conditions. In spite of the great ad- 
vance in our knowledge of the etiology, 
pathological anatomy, serelogy and 
treatrent of cerebo-spinal syphilis 
many problems remain unsolved. We 
know that invasion of the cerebo-spinal 
system by spirochetes occurs at a much 
earlier date than had been thought pos- 
sible some years ago. But do we know 
why in patients showing involvement 
of the nervous system the rest of the 
body escapes unscathed, or when the 
rest of the body bears the brunt of the 
attack the nervous system remains free 
from invasion. Some syphilographers 
explain this phenomenon by the 
theory that strains of spirochetes 
show a predilection for nervous tissue. 
This is still a debatable point which re- 
quires further elucidation and confirma- 
tion. In the treatment of neuro-syph- 
ilis, authorities are divided as to the 
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best procedure. Fordyce an: many | ple 
other able clinicians favor th: Swift | dos 
and Ellis method for the intr: ductiop | yet 
of medication into the cere! »-spinr | 
system. Sachs and others pre: er Dyr: | sal 
cum’s method of spinal drainag» imme. | lea 





diately preceding the administ) ation of | thr 
a dose of arsphenamine. 3ryne’s | the 
method of injecting mercirializeq| | 
serum into the spinal canal has somg)pai 
supporters. Ogilvie’s method of intrd. |ihe 
ducing neoarsphenamine directly into /pat 
the spinal canal is used by a few. Stokes /hot 
uses this method to reinforce the Swift |pul 
and Ellis treatment. In 1922, Corbus |ina 
and co-workers describe ““A new rrethod |nic 
for increasing the penetration of arse. |tha 
nic into the spinal fluid in the treat nent jie 
of neural syphilis.” Inspired by the'me 
work of Weed and McKibben who were tha 
the first to show that intravenous in- |siv 
jection of hyper tonic saline solution ‘bot 
caused a marked fall in the spinal pres- eal 
sure as well as a diminution of brain’| he 
bulk, and Foley’s study of the phencm- | 
enon in decompression hernias who had| p 
noticed that following the injection of) if 
hypertonic, salin solution the hernia re-!/0¥ 
cedes into the skull in about two hours. knee 
It occurred to Corbus that it might be), 
possible by this method to increase the jrust 
amount of aresnic that would be car- tom 
ried by the spinal fluid fatre intra- ~ 
venous injection. This procedure was jin 
carried out on 28 patients suffering] ! 
from different manifestations of cerebo- * 
spinal syphilis, and the results checked if 
by pressure readings, serologic tests and |thr 
careful estimation of the arsenic con- (lus 
tents of the spinal fluid. All patients}* 
had been under treatment before com: }ic, 
ing under observation for the experi- pdt 
mnt, and in all but one, the serologic ptr 
findings were positive. Some of thef” 
patients obtained their first negative fran 
serologic finding after this treatment-Hep 
Arsenic was recovered in the spinal 
fluid of all but two cases, and _ the 
pressure was normal in all the cases. fexa 
The method consists of administering pnd 
intravenously 100 C. C. of sterile 15 
per cent saline solution warm to 100 de-}; 
grees. This creates in the patient 4 
feeling of warmth which gradually con- 
centrates in the lumbar region and dis-§ 
appears in about ten minutes. Six. 
hours later when the flow of spinal 
fluid begins to rise from the choroidf 

















plexus and perivascular spaces a full 
dose of neoarsephenamin is given intra- 
yenously. The patient is kept fasting 
ydin bed beginning one hour before the 
Dur: | saline injection, and though allowed io 
mme. | leave the bed is advised not to eat for 
ion of |three hours after the administration of 
ryne’s |the neoarsephenamin. : 
alized | In conclusion, the method is simple, 
som¢ ,yainless and carries no more risk than 
intré jihe usual intravenous injection. The 

into {patient is confined to bed for seven 
Stokes [hours at the most, except when spinal 
Swift |puncture is made for purpcses of exam- 
‘orbus |ination of the fluid. Diffusion of arse- 
-‘ethod |nic in the spinal canal is more uniform 
arse. [than in other methods of spinal treat- 
trent |went. Personally, I have used this 
yy the method in six cases and while I realize 
) were |that so few observations are inconclu- 
us in-|sive, yet the improvement obtained in 
lution [both the clinical symptoms and serologi- 
| pres- |cal findings have determined me to give 
brain!| he method a further trial. 


encm- | DISCUSSION 


10 had| pp, M. H. Foster (Alexandria): In view 
ion of) f the fact that the Mayo Clinic have an- 
nia re-tnounced recently that they are failing to 
hours \hagnose 66 per cent of venereal sores exam- 
OUTS. Fined as suspicious by the dark field method, 
ght bee should hesitate considerably before we 
ise the jrush headlong when we look at a sore and 
Ye egy. (conclude we have a seft chancre. This diagno- 
. isis only arrived at at the Mayo clinic by re- 
intra- rated investigations aud if necessary by a 
re WaS fuuncture. 
fering] I admit that at the beginning I looked at 
erebo- fdark field investigation from afar, and tried 
to line myself up with various other plans 
hecked f finding the spirochaete; but after running 
sts and through all of them I have come to the con- 
ic con-tlusion that the dark field is the most relia- 
atient# le method of finding the spirochaete. 
. In regard to treatment, I have used several 
€ COM Fieatments, but since the intravenous meth- 
experl- pd has come out I believe it offers a distinct 
rologic Fivance. However, if we favor the exhibi- 
of the fi of mercury as well as arsphenamin, there 


Many 
Swift 
iction 
spin’. 








egative vantage, and that is the Otting plan, which 
itment-flepends upon the exhibition of mercury to- 
spinal yether with sulphur waters. ; 
rd. the Ihope we will remember the point brought 
put, and not make a diagnosis upon cursory 
iS€S. fxamination,but make an accurate diagnosis 
stering Bnd treat adequately afterwards. 
rile 15}, Dr. Jeffrey C. Michael (Houston, Texas) : 
100 de- Doctor Chalaron has given a very conserva- 
Zs We presentation of this subject, particularly 
tient 48s regards treatment. On the other hand, I 
lly con- Fant to call your attention to what may seem 
nd dis-f "dical method of treating early syphilis. 
| py early, I mean primary cases still negative 












S. Si tologically. This is the method advocated by 
spina@ollizer, of giving 3 maximum doses of salvar- 


choroid F" on three suecessive days, then following 
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is another method which has a decided ad- ° 
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for six weeks with mercury salicylate every 
five days, grains one to two; and then a sub- 
sequent course of three doses of salvarsan. I 
have had personal experience with this method 
and I have been able to follow four cases 
through a year. None of these patients has 
given a positive Wassermann, and I believe 
these cases are cured, clinically as well as ser- 
ologically I think this method in properly 
selected cases—in young, robust men who 
have no impairment of function of important 
organs—i sof considerable value as an abor- 
tive method in the type of case I have men- 
tioned. 

Dr. E. H. Ellis (Crowley): There is one 
class of cases which I wish to refer to, and 
that is the effect of late syphilis. Tabetics in 
the latter stages sometimes come to us in a 
deplorable condition, and the treatment I wish 
to refer to now is palliative, and in my hands 
has given the patient more relief than any 
treatment that I have given. I believe that 
this section here has been very slow to adopt 
the Swift-Ellis treatment of tabes, that is, 
neosalvarsan intraspinously. Not, being able 
to use that, not having a laboratory at hand 
sufficient to prepare this method of treat- 
ment, I resorted to giving mercury intra- 
venously, and I have three cases that I have 
treated that way—cases that had been giiven 
mercury subcutaneously and _ intravenously 
without any perceptable relief, the patients 
going down and suffering more and more in- 
salvarsan and neosalvarsan intravenously, 
tensely all the time. I concluded to try mer- 
cury intraspinously on one case. I gave 
twelve doses at ten-day intervals, and there 
was great relief after the first dose. One 
woman when she came to the sanatorium was 
unable to walk, had to be carried up the 
stairs, and after three doses intraspinously she 
walks up the stairway and says she feels per- 
fectly well. I gave her twelve doses intras- 
pinously, and the last time I tried it I could 
not get into the spine—I do not know why. 
The two other cases received four doses in- 
traspinously with marked improvement. All 
the cases were markedly improved after the 
first injection. This mercury is put up by 
Mulford, 1-24 grain intraspinously. 

Dr. C. S. Holbrook (New Orleans): I wish 
to say a few words bearing out what Doctor 
Ellis has said. Treatment by intraspinous 
injection of mercurialized serum is good and 
is easily prepared. You may get serum in 
ampouls if you wish, and make your own. 
It has the disadvantage of being rather pain- 
ful, more so than the Swift-Ellis treatment. 
The Swift-Ellis treatment is giving a dose cf 
salvarsan, and a half hour later collecting 
50 ce of blood. The first few doses the time 
interval is usually narrowed. The blood is 
taken under aseptic conditions and placed 
in the ice box; the following day the serum 
is separated and inactivated; then 25 to 30 
ce of salvarsan are injected into the spine. 
This treatment must certainly be considered 
when we attack nervous syphilis, and there is 
one thing very definite, and that is that it re- 
lieves the pain of tabes. I do not think it 
will cure a general paretic. Some cases get 
improvement under the Swift-Ellis treatment 
that cannot be expected to do so under any 
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other treatment. In the past six months I 
have had a series of 75 or 80 cases, with no 
bad results at all and some results that could 
not have been obtained by any other treat- 
ment. 

I wish to call you rattention to the Her- 
xheimer reaction. The other day I had occa- 
sion to see a case that died following the in- 
jection of 6-10 grams of neosalvarsan. This 
patient had been given rubs of mercury for 
a month, and then after a negative kidney 
examination she was given 6-10 gram of neo- 
salvarsan. Next day she was not feeling so 
well. I saw her in consultation about the 
third day, when she was unconscious with 
positive disturbances of reflexes and anklec- 
onus. The patient died an hour or two after. 
It was a type of Herxheimer reaction. I have 
seen in the past two years two such cases 
that died, both following a small dose with 
no active disturbance at all... 

Dr. Frank J. Chalaron (closing): In regard 
to the Pellitzer method, this method has been 
known and accepted by many men, but it cer- 
tainly has not met with general favor among 
the profession. There is always the danger 
of acute arsenical poisoning if the doses are 
repeated so rapidly. We know that the great- 
er part of the arsenic is eliminated in the first 
twenty-four hours. About fifty per cent, 
through the bowels, and 30 per cent through 
the urine; but what becomes of the rest? It 
has been proven by competent men that there 
is an accumulation of arsenic in the body af- 
ter the fourth dose and that elimination de- 
creases. 

As to the treatment of Swift-Ellis and the 
Byrnes method, I discussed that in my paper. 
Of course the Swift-Ellis has the endorsement 
of, Fordyce, one of the greatest American 
syphilographers but on the other hand there 
is a class of physicians led by Sachs of St. 
Louis who object to the Swift-Ellis, and prefer 
spinal drainage. To those who have had but 
slight experience with the Swift-Ellis it is 
very fine. You give it to three or four cases 
and it works beautifully, then you get a re- 
action that makes you fearful and you give 
up the Swift-Ellis for some time. Your tech- 
nique may be faulty, or it may be due to 
faulty preparation of the serum. 





SICKLE CELL ANAEMIA (REPORT 
OF A CASE).* 


By S. CHAILte JAMISON, M.D. 
NEw ORLEANS. 


The following case is reported because 
of the great rarity of this condition. So 
far as I can find from a search of the 
literature, the cases mentioned in 
Mason’s article, appearing in the Jour- 
nal of October 14, 1922, Volume 79, No. 
16, are the only ones on record; three, 
his own case making four. 

In the laboratories of Clinical Medi- 
cine, at Tulane University, thousands of 


*Read Before the Orleans 


Parish Medical Society, 
November 12, 1923. 
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blood smears from negroes have bee 
studied during the past ten yeurs, ang 
we feel confident that the case »eportej 
here is the only one of this ‘pe thaj 
has occurred in this mass of ma‘ ecria], 
This patient was in my service at th 
Charity Hospital ten years ago. and wa 
became deeply interested in ihe curij 
ously shaped red blood corpuscles, an 
have been on the lookout for such case 
since, but none have appeared. At thai§*! 
time, Herrick’s and Washburn's cased \, 
were the only ones on record. I wasco 
familiar with Herrick’s report. 


Ida Milton: Colored Female 11 years old 
Admitted to Ward 41, August 16th, 1912. Uy 
to one year of age she was a healthy baby 
and gained weight in a normal manner; sh¢ 
was weaned at one year. Since that time she 
has always been sickly and thin. She has had 
none of the usual diseases of: childhood, wit 
the exception of measles at seven years. Sh¢ 
constantly suffers from sore throat and head 
aches; frequently complains of aching pain: 
in the legs and arms. 

Between her first and second year, she had 
a very severe attack of “yellow jaundice’ 
which lasted for several months. Since thi 
primary severe attack, she has had mild at 
tacks of jaundice and vomiting nearly every 
month. These attacks only last for a coupl@i 
of days, but the stomach rejects everything 
and great weakness is apparent. 
vomiting the conjunctiva and urine are yel 
low tinged, but the stools dark. All of hej 
life she has had fever and “dumb chills”, ac 
cording to her mother. Her bowels have al 
ways been regular; she has never had dia 
rrhoea. The doctors of her native town, Le 
compte, La., called the condition malaria 
The father and mother are both in good 
health. There is no venereal history. Th¢ 
mother had malaria while nursing the child 

She comes to the service complaining’ onl 
of weakness and shortness of breath. _ 

Physical examination: The patient 1s ¢ 
chocolate colored negro female child, fairl 
well nourished, but under developed. Thi 
mucous membrane of the buccal cavity is pale 
The teeth are in fair condition. The tonsil 
are enlarged. The crypts well marked witl 
pus exuding from one or two of them. The 
lymphatic glands are moderately enlarged al 
over the body. The lungs are negative. if 
heart is negative except for a soft systoli 
murmur, which is not transmitted. The abdo 
men appears slightly distended, but there ar 
no areas of tenderness or rigidity and nf 
fluid is present. The liver is palpable tw4 
finger breadths below the costal margin; th4 
spleen is palpable; the kidneys are not palpa 
ble. The reflexes are normal. The uring 
was negative on several examinations excep 
for a few hyaline casts. During the patient 
stay in the hospital of about four months thé 
temperature ranged from normal to 101; th 
pulse from 85 to 110. The blood pressur 
was not taken. 

Blood Pictures: Jan. 27th, 1913 Hgl. 3 
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per cent 0 35 per cent. Neutrophiles 44 per 
cent. Small lymphocytes 4 per cent. Large 
lymphocytes 33 per cent. Large mononeu- 
dear leucocytes 11 per cent. Transitional 
forms 4 per cent. Myelocytes 3 per cent. 
Fosinophiles 0 per cent; basophiles 1 per cent. 
Neucleated reds 0. Total white corpuscles 

14,900. Total red corpuscles 1,912,000. 

January 28, 1913. Hgh. 30 per cent to 
45 per cent. Neutrophiles 61 per cent; small 
lymphoctyes 3 per cent; large lymphocytes 
96 per cent; large mononeuclear lymphocytes 
4 per cent. Eosinophiles 0 per cent; baso- 
philes 0 per cent. Transotionals 4 per cent; 
Myelocytes 1 per cent. Neucleated red blood 
corpuscles one for every one hundred white 
cells. Total white blood corpuscles 17,000; 
total reds 2,048,000. 

January 30th, 1913: Hgl. 30 per cent to 35 
per cent; total reds 1,624,000; total whites 
17,000. 

February 5th, 1913: Hgl. 30 per cent to 35 
per cent; total whites 15,000; total reds, 
1,856,000. 

The case appeared to show nothing out of 
the ordinary until*one examined the blood 
smears, When the curious configuration of 
many of the red cells became evident. Five 
or six of the corpuscles seen in every field 
of the oil immersion were crescenic, sickle 
shaped or long and narrow and pointed at 
both ends. The smears were studied rather 
carefully by Dr. C. C. Bass, Dr. F. M. Johns 
and myself, who agreed that they were unique 
in our experience. The corpuscles in this 
case seemed to us identical with those shown 
inthe picture of other observers and published 
elsewhere. 


DISCUSSION 


Dr. J. C. Coie: I would like to vouch for 
the fact that Dr. Jamison had such a case, 
for I recall having seen the smears. I can 
add nothing more to what he has said, further 
than I think that when we get cases of this 
kind or any other case of scientific or unusu- 
al interest they should be reported at the 
time. 

Dr. S. Chaille Jamison: I want to thank Dr. 
Cole for vouching for my case. Dr. Bass got 
me to report the case and I am here, unfor- 
tunately, at a time when he is away from the 
tity at the meeting of the Southern Medical 
Association. 

Unfortunately for science, the case did not 
die; at least we were not in a position 


to obtain autopsy. Unfortunately for 
the case, the mother took her from 
Hospital. It was one of those cases without 


known etiology. We suspected syphillis but the 
Wassermann had not taken the position it 
has at the present time. Did not find any 
Hospital records showing a positive Wasser- 


mann. I think it must have been a case of 
hereditary lues. There were not ova in the 
stools, As far as the blood picture 


went, on account of the lack of eneucleated 

corpuscles and her youth we could not make 

a diagnosis of pernicious anemia. We put it 

down as a case of secondary anemia. I tried 

to follow up the case. I wrote several postal 

= One a year ago, but received no an- 
ver, 
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PRACTICAL APPLICATION OF 
HIGH VOLTAGE X-RAYS.* 


By 8. C. Barrow, M.D. 
SHREVEPORT, La. 


The subject of high voltage X-Ray 
therapy has already in the last few 
years been so discussed and re-discussed 
that it is hardly possible now to touch 
on a point that has not been investigated 
and certain ideas established, in many 
instances definite facts established and 
laws formulated. 

This does not mean that the science 
of deep therapy is now exact but rather 
by extensive study and experimentation 
a foundation has been laid upon which 
there will grow a really scientific X-Ray 
therapy. 

By the term high voltage we mean 
voltage in the neighborhood of 200 K. V. 
or more and while this has only recently 
come into general use, we must not for- 
get that voltage of this intensity was 
used by the pioneers with small m. a. 
in the old days of the static machine 
and induction coil. Years ago I saw 
X-Rays being used for deep therapy in 
which the back-up spark on points was 
14 to 15 inches. Riviere reported in 
1903 a case of carcinoma successfully 
treated by X-Rays, using a Muret tube 
backing up a 40 c. m. spark gap. 

This is only said to remind us that 
high voltage therapy is not so recent as 
the general public and profession be- 
lieve and that we can only expect re- 
sults if administered in accordance with 
the laws which have been and are being 
formulated by truly scientific researches 
and not in the haphazard guess work of 
the past. The development of accurate 
measuring apparatus and facts deter- 
mined as a result have done more to ad- 
vance X-ray therapy and place it on a 
firm basis than the manufacture of high 
voltage machines. In fact the whole 
technique of deep X-ray thereapy has 
been changed because of the facts es- 
tablished, the result of accurate ioniza- 
tion measurements in the depth. 

In the beginning it would be well for 
us to remember that it has never been 
proven and few claim that there is any 
difference in the biologic action of 
X-Rays produced by 200 K. V. and those 


*Read Before the Louisiana State Medical Society, 
April 24-26, 1923. 
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by 100 K. V. providing the same energy 
is delivered to the cell. The detailed 
work of Kroneig and Fraedrick has 
definitely settled this point and they 
summarize their results in these words: 
“Within tne limits of hardness of radia- 
tion investigated (X-Rays filtered 
through 3 m.m. of aluminum and 
X-Rays filtered through 1 m. m, of 
copper) the intensity of the biologic ac- 
tion is practically independent of the 
hardness of the rays, the intensity of 
the biologic action is only dependent 
upon the radiation energy absorbed. 

A lesion on the surface will respond 
in the same manner to X-Rays generated 
by high voltage as by low voltage and so 
a lesion in the deep tissues will respond 
in the same way providing the same 
radiation energy is delivered to the part. 
Again it has been proven and now ac- 
cepted that only a small part of the 
X-Ray results produced in the tissues is 
due to the primary beam but rather to 
the scattered and secondary radiation 
and a phenomena known to us all since 
the early days is that scattered and more 
secondary rays result when high vol- 
tage is used than low voltage. The ac- 
tion of the primary rays is an indirect 
one; the biologic action being produced 
by the beta corpuscular elements set up 
in the tissue. The result of the primary 
radiation. A self evident fact also ex- 
ists that these beta corpuscular elements 
are more numerous at the point of im- 
pact of the primary beam than distant 
from it, hence the only logical conclu- 
sion will be that more intense effects re- 
sult when the primary radiation is accu- 
rately focused than when indiscrimi- 
nately applied. 

The question then naturally present- 
ing itself first to our minds is why use 
high voltage? In afew words but accu- 
rately, the answer is: Because we can 
do the same thing more quickly, more 
precisely and with more certainty than 
when using low voltage. 

It is my opinion that the man operat- 
ing a machine capable of generating 
140 K. V. can do in most cases as suc- 
cessful work as the one operating with 
200 K. V. providing he comprehends the 
basic principals and uses a technique 
necessary to deliver to the depth the 
proper amount of measured radiation 
energy. A comparison of the depth 
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doses gotten when operating With 209 
K. V. with those attained by using 149 
K. V. is convincing evidence of the ad. 
vantage in using the former. The use of 
the lower voltage necessitates ~nultiple 
ports and necessarily renders more diffi. 
cult, more hazardous and more inae. 
curate the delivery of the proper depth 
dose. 

By the use of modern apparatus it is 
now possible to determine accurately the 
exact amount of radiation which reaches 
the deep tissues compared to the amount 
delivered to the surface. The ionization 
effect of X-Rays is in direct proportion 
to the quantity and the same avocunt of 
ionization in the tissue results in the 
same biologic action regardless of 































Showing Uniform Radiation of Pelvis using H.V. X-Ray 
alone 


whether a high or low voltage is used. 

The various measuring apparatus now 
in use, all of which are based on the same 
principal—the electroscope response 10 
ionization—enable us to tell the exact 
per cent of surface radiation which 
reaches various depths in the tissue, and 
by simple mathematical calculations we 
can devise formulae which will give us 
the required dose at any depth. The use 
of ionization measurements has estab- 
lished the following facts which we must 
hold in mind and which form the basi¢ 
principles of deep thereby: 

(a) The greater the T.S.D. the 
greater the proportion depth dose. 

(b) The larger the port of entry the 
larger the depth dose. 
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(ec) The greater part of the depth 
dose is due to secondary radiation. 

(d) That the higher the voltage used 
the greater is the proportionate depth 


ose. 

(e) The biologic action is dependent 
on the quantity rather than the quality 
of radiation. 

Here I would urge the necessity of 
everyone doing high voltage therapy 
having access to a measuring appara- 
tus of some type for the testing of his 
own apparatus and the devising of for- 
mulae for administering different 
doses. To blindly follow the curves, 
twists, turns and silhouettes now so 
common, is to invite disaster as surely 
as will the practice of treating so many 
hours because the manufacturer says 


80. 

The skin tolerance is yet and doubt- 
less always will be a barrier and limit 
to radiation and forces us to a cross- 
fire attack in the use of high, the same 
not so difficult, as in low voltage 
X-Rays. 

The use of high voltage X-Rays is 
principally concerned in the treatment 
of malignancy. That X-Rays will de- 
vitalize cancer cells is admitted and the 
problem confronting us is, what is the 
necessary amount of radiation to per- 
manently inhibit the growth of the va- 
rious maligant cells and how can we 
deliver same without endangering the 
normal cells? Two questions are here 
asked covering the most important 
phase of X-Ray Therapy and the an- 
swer to neither seems likely in the near 
future. 

The X-Ray cancer dose varies accord- 
ing to the type of neoplasm and is un- 
dertermined clinically. Wood proposes 
a a unit the amount of X-Rays neces- 
sary to inhibit a certain rat tumor of 
constant and tested biological qualities 
but its use seems impracticable. Seitz 
and Wintz speak of cancer and other 
doses in terms of erythema doses and as 
this is the limit beyond which we should 
hot go, it seems at this stage the most 
practical unit for clinical use. From 
tlinical experimentation they claim the 
carcinoma cell is permanently inhibited 
by 110 per cent of an amount of X-Rays 
which, if applied to the skin, will pro- 
duee a deep tanning in two to three 
Weeks, about 80 per cent of this amount 
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inhibits the sarcoma cell and 30 per cent 
produces amenorrhea. 

In our practice we have tried to work 
out a practical scheme of dealing with 
cancer cases beneath the surface and 
have convinced ourselves that 110 per 
cent to 115 per cent of the amount of 
X-Rays which will produce a heavy tan- 
ning of the skin will, if delivered to the 
carcinoma cell within a period of a few 
days, produce for the time being a dis- 
appearance of the local disease in many 
cases. 


Immediately on the installation of our 
high voltage apparatus we set about to 
determine, using a given setting, the 
time required to produce a safe erythe- 
ma. Knowing by past experience the 
factors used when operating with 140 
K. V. necessary to produce this effect, 
by the use of the iontoquantimeter we 
calculated the requried time and boldly 
administered the dose which we esti- 
mated at 9 ma. hours using 200 K. V. 
at 20 inch distance and a half m. m. cop- 
per filter. We soon found this produced 
rather too heavy a re-action and after 
a little experimenting we demonstrated 
to our satisfaction that 7 1-2 ma. hours 
was the required dose and if applied to 
a surface epithelioma without infiltra- 
tion and depth, will effect a cure. This 
is the dose we are using at this time. 

Our next problem was then how to 
deliver this dose to various depths plus 
10 or 15 per cent without over-dosing 
the skin. Having determined what per 
cent of the surface dose reached various 
depths and having selected to use two, 
three or four ports of entry, it was easy 
to calculate what fraction of a full Jose 
to apply to each port in order to get the 
required amount to a three or four inch 
depth. This technique will be illustrat- 
ed later by slides. 

In the use of H. V. X-Rays accuracy 
in posturing the patient or parts to be 
irradiated is more necessary and should 
be followed with more care than in the 
use of lower voltages. In fact it is ab- 
solutely essential that the parts to be 
irradiated should be brought directly in 
the part of the central beam and as small 
ports of entry used as is compatible with 
the aim of saturating a given area. The 
operation of an X-Ray tube with H. V. 
is comparable with the use of a high 
powered rifle, if aimed correctly and ac- 
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curately, the object in mind may be giv- 
en a death blow without danger to sur- 
rounding objects but if fired without 
proper thought and care, may not only 
miss the objective but result in disaster 
to other objects in the vicinity. For this 
reason I have chosen an installation 
which is shown in illustration that en- 
ables me to place my tube at any angle 
or shift desired and at the same time 
allows the patient to be postured in any 
pose desirable. The practice of treat- 
ing patients through a hole in the wall, 
floor or ceiling, I believe is incompati- 
ble with accuracy and will ever be so 
until tubes are made which will enable 
us to get sufficient depth doses in one 
or not more than two ports of entry de- 
spite the opinions and practice of some 
of our authorities and good friends to 
the contrary. 

In the treatment of deep malignancy 
the area of known and suspicioned ma- 
lignancy must receive a saturation 
dose of equal intensity as near as possi- 
ble throughout—one small area of dis- 
ease if under- dosed vitiates the whole 
result while an overdose at other parts 
only lowers the resistance of tissue 
needed in the defense. With a tube and 
table installation where angulation of 
tube and patient can be easily arranged, 
it is easy to saturate an area, say of 
the pelvis, with X-Rays, of any desired 
size, with any desired dose. In the ma- 
jority of cases with present voltages 
and present depth doses attainable this 
can only be accomplished by the use of 
several ports of entry, four will easily 
cover the average requirements. 

Realizing the difficulty of accom- 
plishing this end by the use of a small 
number of ports has led some to the 
practice of using radium and X- 
Rays conjointly, which I believe to 
be illogical, unscientific and from a phy- 
sical and biologic standpoint, grossly 
wrong. The intensity of radium radia- 
tion decreases so rapidly as we measure 
out from the point of contact that with- 
in a few c. m. its effect is negligible 
while with X-Rays the variation is 
scarcely noticeable. Using the radium 
measurements of intensity given by 
Schmid’s with the X-ray measurements 
made in our laboratory, we find it im- 
possible to juggle the figures into any 
combination after many hours effort 
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gotten by X-Rays alone. In practice 
our results have been equally; disap. 
pointing. Where we have used the two 
in combination we have had cystitis, 





proetitis, colitis and seen our )atients 
grow worse day by day. The cuts jj. 
lustrating Schmitz’ technique, if ex. 
amined carefully, will show the same 
wide variation of dosage, far over at 
some points and way under ai others, 
as the chart which we show you. 

In all cases of malignancy definitely 
limited to a small area or to an organ or 
tissue, the removal or destruction of 
which will not hazard the life of the pa. 
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Showing Lack of Uniform Radiatton when using 
Radium and X-Ray Combined 


tient or probably disseminate the dis-§! 


ease; radium or surgery, it would ap- 
pear, should claim first consideration. 
In others where the disease is more vide 


spread or when from anatomy of thej’ 


parts we may expect early scattering, 
X-Radiation is the choice. An unbaised 
opinion or group of opinions will i 
many instances place the case in a class 
calling for the judicious use of all 
agents, X-Rays, radium, surgery and the 
guiding advice of a good medical col- 
sultant. 

A patient with cancer has a systemlt 
disease regardless of whether the cal- 
cer cell is localized or not and the phy: 
siologic defences and repair will as of- 
ten determine the result as will the re 













































n inf moval or destruction of the cancer focus. 
mityf These are facts that must be realized 
ctice Mf py all of us when we review our failures 
isap-@ and seek an explanation for our occa- 
two sional successes. 

titis § In 1917 a distress signal was soundel 
ients# by the people of Europe when a con- 
ts il science less and deadly foe was striking 


 ex-Bat their very vitals and threatening des- 
same ff truction of civilizations structure. That 
ar at wonderful mind, leader and inspirer of 
hers, # men, arose to the occasion and by fore- 
ing a unity of action paved the way for 
the checking and final destruction of the 
menace which hovered over the whole 
world. 

Today an SOS signal is in the air, a 
deadly enemy threatens every man, 
woman and child and they are looking 
tothe medical profession for help as Eu- 
rope appealed to America. Shall we or 
will we fail them? We need no leader 
to point us the way. Unity of action 
we know is the only solution. We are 
all members of a great profession and 
it should matter not to which particu- 
lar branch the individual case should go. 
For the accomplishing of the greatest 
good to the greatest number let us pool 
and coordinate our efforts, the Radio 
Therapist, the clinician and the surgeon. 

DISCUSSION 
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Dr. Lester J. Williams (Baton Rouge): The 
greatest aid to the physician are the instru- 
ments of precision, and I believe the X-Ray 
can be numbered among the instruments of 
precision. With the advent of the high volt- 
age X-Ray machine, such as Dr. Barrow has 
3 ably discussed, we have a precision of X- 

n using hay dosage that has not been seen in the 
past. Malignancy is the greatest menace at 
this time that we have to deal with, and our 

1e dis-§ tal hope of salvation I think lies in the high 

ld ap- wltage apparatus and deep X-Ray therapy. 

: i PE Twas in hopes Doctor Barrow would give 

ratio. Bus some of the statistics of his work along 

e -vide§ this line, and I trust in closing he will see fit 

of theg' mention some of his clinical cases. 

: Dr. Adolph Henriques (New Orleans): I 
tering, tannot say that I agree altogether with Doctor 
baised fi Barrow in several of the statements he made. 
vill int is true that Seitz and Johnson are of the 
a class pinion that it is a question of the quantity 

f all of X-Ray that gets into the tissue, but a 
OL “'} eat many other authorities are of the opin- 
ind theflion that the quality of the radiation plays a 
al con-§eteat part in the treatment of malignancy. 

A great many authorities are of the opinion, 
ic aid I heartily concur with them, that the 
stemlCH rest results to be obtained in the treatment 
ie Cal-Bof malignancy by radio therapeutic measures 
1e phy Bnsist of combining radium with the high 
as of- voltage X-Ray therapy. I think the results 

0 be obtained will be better by a careful 
the TeBsudy of the dosage, and by combining these 








ALLGEYER—Ethylene Gas. 






383 





two agencies. It is a fact that in a number 
of cases we can cause the disappearance of 
malignant growth by means of radio therapy. 
Ewing has called attention to the fact that 
the reaction of the tissues to these agents 
is specific, that tissue defects are called forth 
by these agents which are produced by no 
other means. Unquestionably the use of a 
radioactive substance, or radio therapy and the 
high voltage X-Ray will cause an increasing 
number of palliations, and an increased per- 
centage of total disappearance of the growth, 
But I do not think that radio activity and high 
voltage therapy have solved the problem of 
cancer. Until we find something which will 
take care of the metastases we have not 
reached the solution of the problem. But 
unquestionably it is a step in the right diree- 
tion, although there are so many unknown 
factors in cancer that we have not reached 
the correct solution. I think the local growth 
should be treated, but also the matter of hy- 
giene and living considered as well as the 
local growth. 

Dr. S. C. Barrow (closing): I can only 
say to Doctor Williams that I have no sta- 
tistics. We are trying to cure cancer and 
other things and are succeeding to the ex- 
tent of clearing up some cases for the time 
being that make us extremely enthusiastic, 
but we have no cures of cancer that we know 
of. If we have, possibly we will know it af- 
ter a lapse of years. In the meantime we 
are trying to use a measure that is clearing 
them up more rapidly and apparently more 
effectively than anything we have used be- 
fore. We are using radium constantly and 
regularly, in proper doses, in every case of 
incipient carcinoma of the cervix, but we se 
seldom get them when they are incipient that 
we cannot depend upon radium to reach out 
and get the malignant cells that have passed 
beyond the cervical tissue. We did use 
radium and X-Ray together, but it gave us 
some distressing results, so we came te the 
conclusion that we were overdoing the treat- 
ment in certain fields and underdoing it in 
others, so we now use radium only where we 
know the disease is still limited to the cer- 
vix. These are rare cases. But we cannot 
use these two agents together successfully at 
the same time. 


REPORT OF ONE HUNDRED ANES- 
THETICS ADMINISTERED WITH 
ETHYLENE GAS.* 

By E. E. ALiLGeyer, M.D. 
NEW ORLEANS. 

In our search for the best anesthetic 
in all respects, there has come to us 
Ethylene, the employment of which is 
undoubtedly in its infancy, and I have 
come tonight to point out certain facts 
concerning this drug. 

To Dr. A. B. Luckhart, of Chicago, 
we must give the credit for discovering 
from a practical point of view its anes- 








*Read Before the Orleans 
November 12, 1923, 
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thetic property. In the American Medi- 
cal Association Journal, we are told that 
Hermann and Davy and Muller some 
forty years ago employed Ethylene and 
Acetylene in anesthesia, and the older 
books upon this subject mention this 
compound. Dr. Luckhart contends that 
the latter was a conbination of Ethylene 
with Chlorine. All the literature seems 
to be so undecided that I deem it unnec- 
essary to go further into it. 

Ethylene is a gas of ordinary tem- 
perature, having the formula C*H*. 
Its odor as we know it commercially is 
that of molasses and garlic, and when 
inhaled in concentrated form, produces 
an irritating cough, leaving a metallic 
taste. It becomes liquid only under 
great pressure. That it is inflammable, 
can be readily seen when one knows that 
it is a part of our ordinary illuminating 
gas, but for practical purposes, unless 
exposed to a flame, this is nearly negligi- 
ble. It forms an explosive mixture when 
combined with four parts to 96 parts of 
air. It is manufactured by the dehydra- 
tion of grain of Ethyl Alcohol with 
Phosphoric Acid, and placed commer- 
cially in the large tanks with which we 
are familiar. 

Before going into this subject, a fore- 
word seems timely and necessary. We 
do not want the impression to be made 
that this work is to praise this new 
agent, for if it is to be not practical, we 
want to condemn it and to do it right 
now. 

Taking the cases as I have seen them 
in my work, they can be tabulated as 
follows: Laparotomies, which consist 
of nearly every variety of work, ap- 
pendectomies predominating, 36; other 
major cperations which include hernias, 
breast amputatioris, amputations of 
limbs, thyroidectomies, etc., 35; minor 
operations, those usually done in the 
treatment room, 29; in other words, a 
fair assortment cf all sorts of surgical 
work. In this series, records were kept 
as to time of induction; length of opera- 
tion; degree of relaxation; whether 
Ether was required or not; the time for 
return to consciousness after anesthesia 
was discontinued; whether the amount 
of hemorrhage was increased, and the 
amount of nausea and vomiting follow- 
ing anesthesia. 

Induction was 


in every instance, 
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rapid, as we note it in Nitrous Oxide 
anesthesia, the operation being begun 
usually within ten minutes. In juiteg 
number, we were cbliged to hve the 













operator wait for twelve minutes; this, 
of course, is no improvement on the 
other methods. 

To consider shock and many other 
points bearing on this important symp- 





tom, the length of time of the operation 
should be stated. The usual range was 
from a few minutes to, in one case, three 
hours and ten minutes. Eighteen of our 
cases were of over cne hour’s duration, 
The other average longer procedures 
were from 30 minutes to one hour. 

The much flaunted relaxation s0 
widely spread the whole country over, | 
am afraid can not be corroborated in al] 
instances. In eighty of the cases, the 
relaxation was very satisfactory and all 
work could be done deliberately. In the 
remaining twenty, eight of these were 
slightly difficult, but by increasing the 
dose, surgical anesthesia was obtained 







































and maintained. In ten cases, Ether §sid 
was necessary to produce thorough re- § abt 
laxation, the amount given ranging from § dec 
one-half an ounce to two and one-half grat 
ounces. These patients gave us consid- § pat 
erable trouble and strained without the § ope 
addition of the more powerful relaxant. § ing 
It is interesting to note that six cf these § Th 
were upper abdominal operations involy- § wil 
ing a gall bladder region, one respected § era 
by all of us and quite a test as to the § the 


capability of an anesthetic drug to § ma 
abolish reflexes. In two patients, it was § cir 
necessary to push anesthesia to a near § wa 
dangerous overdose. These were for § or 
unprepared patients in both instances § st 
and should warn us that the danger dose § slo 
must be anticipated at times. by 

The general opinion that comes to us § ph 
is that quite deep anesthesia is obtained § ye 
with a usually low percentage of Ethy- § int 
lene (85-80) and a high percentage of § af 
Oxygen (15-20 Oxygen). Unfortu-§ of 
nately, my observations have not proved ff is 
this to be a fact. The records show that § wi 
the average was 86-92 per cent Ethy-§ pa 
lene, the remainder Oxygen (14-8 Oxy-§ th 













gen). This, I believe, is of great inter-§ fo 
est to all because any method which ne § ne 
cessitates the exclusion of all air should § va 
recall the vital necessity of Oxygen, and 

the more we can allow, the more safety § p! 
to our patient. We are all well ac-§ de 
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quainted with the cyanotic patient when 
Nitrous Oxide is used and we know that 
not often were we able to do work with 
jis anesthetic and a percentage of 
(xygen greater than 5 per cent on up 
rely to 10 per cent. Since practice 
shows us that we are infrequently re- 
qired to reduce this percentage to 
wer than 8 per cent for continued 
jngths of time, which my records show, 
itis a striking advantage gained over 
the older method. That prolonged an- 
gxemia is a danger, we must appreciate 
and by all means foster all research 
which will eliminate this condition. 

Having considered the two most ad- 
yertised points in this form of anes- 
thesia, we must consider the effect on 
the circulation as we see in on the oper- 
ating table. As a foreword, actual blood 
pressures were not taken, but the pulse 
rate was charted every five miutes and 
any change apparent to the finger in 
the volume of the pulse was noted: The 
condition known as shock was nct con- 
sidered unless the rate was increased to 
above 120 and the volume perceptibly 
decreased. In only nine cases was this 
rate exceeded, nor did I consider these 
patients shocked. Two of these were 
operations on the thyrcid with a border- 
ing failure of circulation when started. 
Three were cases of acute appendicitis 
with considerable toxemia when the op- 
eration was undertaken. Reviewing 
these latter records, I find that the re- 
mainder show only a mild degree~ of 
circulatory failure, if any. In no case 
was it necessary to infuse the patient in 
order to support the circulation. The 
striking observation of the pulse is its 
slowness which I have no doubt is caused 
by direct action of Ethylene. What the 
physiological reason for this is, has as 
yet been undetermined; still it is an 
interesting fact in following up the cases 
after anesthesia, to find that the degree 
of depression to the circulatory system 
is minimum as compared to our results 
with previous methods. In other words, 
patients who have been operated under 
this drug to produce insensibility were 
found less drained of their vitality, a 
necessary requisite for a speedy con- 
valescence. 
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To show a few of the effects when 
prolonged administration has been un- 
dergone, I can cite the long cases: 
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1. One of 2 hours and 45 minutes 
duration which shows a chart with the 
pulse at the start, 76, rising in 45 min- 
utes to 110, then falling back rapidly to 
90 and remaining so until its termina- 


tion. The pulse was full and regular 
throughout. 

2. Another case of 3 hours and 10 
minutes; a pulse of 110, remaining so 
for 1 hour and 35 minutes, then increas- 
ing to 134 for 15 minutes, returning to 
100 until the end of the operation. 

3. The above is quite the usual pic- 
ture in the average long procedure and 
one which I am sure teaches us a great 
deal. 

In all but one record, did we find that 
consciousness did not return almost im- 
mediately upon discontinuing the anes- 
thesia, even when Ether was used as a 
relaxant. This, to my mind, will show 
that if the latter.drug must be employed, 
only a small amount is usually required. 

One of the most disagreeable symp- 
toms that patients complain of follow- 
ing operation is that of nausea and 
vomiting. Has this new agent improved 
this condition? I shall leave this matter 
to your own judgment when you have 
seen cur results. The records used show 
what the patient did the first eight or 
ten hours following, after which lapse 
of time all of the drug employed had 
been eleminated. The results are as 
follows: 

1. In nine cases only do we see the 
patient made considerably sick by being 
nauseated and vomiting several times. 

2. Thirteen others were bothered with 
considerable nausea, having only one or 
no emesis. 

3. Five others suffered with a negli- 
gible nausea, the remainder being free 
of any such complications. 

It must be stated that in some, the 
patient was permitted to return hore 
practically at once and such a follow up 
was impossible. This only happened- 
eight or ten times. In my opinion, the 
records will show a decided advantage 
over the former methods and we hope 
in the future such good results will be 
maintained. , 

So far I have presented the praise- 
worthy facts concerning the employment 
of Ethylene. Now, let us look into its 
disadvantages. The bad odor of this 
compound is one most complained of by 
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both patient and attending staff and 
which should certainly be eliminated if 
possible. 


A decided disadvantage from many 
points of view is the increased amount 
of bleeding at the site of operation. This 
is explained as a vasomotor relaxation. 
In the face of exsanguination or conges- 
tion and also in certain individuals with 
a low coagulation time, this would be a 
decided contraindication for its use. 


Physiologic experimentation has only 
been begun and a great deal of work 
will be necessary before conclusions can 
be made as to its effects upon the vital 
systems of the human organism. Still 
we can state some clinical observations 
of what we think will be the results. The 
respiration is usually slow throughout, 
some remaining within the normal limit 
of 18-24 and some considerably slower 
than that. This is due most probably 
to a depressing action upon the respira- 
tory center. I believe that experimenta- 
tion will uphold this contention. Air 
passages are not irritated under Ethy- 
lene and administration with acute 
bronchitis pre-existing, did not in any 
way increase the severity of the inflam- 
mation. 


The heart rate is slow, some coming 
down to as low as 50, in a few instances, 
and many times I have seen the pulse 
beat between 60-70, in spite of consider- 


able operative manipulation. Whether 
this is a stimulation of the centers slow- 
ing the heart or a depression of the ac- 
celerators has not as yet been de- 
termined. Simultaneously, the blood 
pressure shows a fall, again a vasomotor 
depression and relaxation along with the 
slowing of the heart. In a few cases 
where continuous blood pressure was 
taken, the charts show from 10-30 mms 
mercury drop in the systolic at first and 
gradually rising towards its original 
level. These records though are only 
too few for a study of this fact. It seems 
safe to say that in the presence of myo- 
cardial degeneration, Ethylene is safer 
than Nitrous Oxide on account of the 
lessened anoxemia required to produce 
anesthesia. The kidneys, a part of the 
cardiorenal system seem to be unaf- 
fected clinically, for in the face of ex- 
tensive disease of this organ, it was ad- 
ministered and less harm was done than 
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is usually seen when surgical 
tion is necessary in such cases. 

In summarizing my statistics, 
state that I consider that: 

1. Ethylene gas, on the o1 
does produce a deeper anesthesia with 
accompanying relaxation than 
Nitrous Oxide and that it does so with. 
out requiring that the necessary amount 
of Oxygen be nearly as limited. 

2. On the other hand it has not been 
able to produce this relaxation in quite 
as great a percentage of abdominal work 
as does Ether, but when this is required, 
only small amounts will give us the de. 
sired results as were shown when we 
consider the eight of the nine cases so 
treated were awake immediately, not 
having any of the effects of the latter 
drug. 

3. Less shock is certainly the prevail. 
ing picture presenting itself and one 
giving incentive to desire to prove this 
quality without doubt. 

4. The unprepared patient whom we 
must subsequently treat in the office or 
in the treatment room of the hospital 
can be given a much safer anesthetic. 
This class of case so frequently required 
a dangerous over-dose when Nitrous 
Oxide was employed that I personally 
have welcomed any other products which 
would eliminate such a condition. 

5. Hemorrhage is increased, a great 
possibility for a contraindication. 

6. All facts considered so far, 
safer gas anesthetic. 


DISCUSSION 


Dr. O. C. Cassegrain: I had occasion, about 
two weeks ago, to use ethylene for the first 
time. Dr. Allgeyer gave it for me. It was 
a simple case a DcCe application of Radium 
but the thing that struck me most was the 
rapidity with which the patient came out of 
the anesthesia. About 2 minutes I should say. 
She was conversing rationally as she left the 
operating room. 

Dr. W. B. Baker: 


interven. 


I can 


it isa 


In regard to the slowing 
of the pulse. Dr. Jackson, a pharmacologist, 
has done’ considerable experimental work 
with ethylene, and believes that the heart is 
retarded by stimulation of the vagus centers, 
but that it would be impossible to produce 
death by this action. He believes that ethy- 
lene produces death in the same way as does 
nitrous oxide by suffocation. 

Our experience with nausea and vomiting 
following ethylene anesthesia has been about 
the same as Dr. Allgeyer’s, but there is one 
other little point I wish to bring out——patients 
frequently complained of headache following 
nitrous oxide, presumably due to anoxemia 
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this very rarely occurs following ehtylene. 

We have in our work a considerable num- 

yer of blood pressure records, and I have to 
jisagree with Dr. Allgeyer on that point. 
urs show a uniform rise of about ten or 
tventy mm., in the early stages of the anes- 
thetic, followed usually by a return to nor- 
mal in a short time, which is maintained usu- 
aly throughout the remainder of the opera- 
jon. 
“One of the main disadvantazes I have ex- 
perienced is the lack of uniform results. Many 
cases are very easy, but I have had several 
yhich I was entirely unable to handle with- 
ut resorting to ether. 

Dr. Herb of Chicago has done 900 cr 1000 
cases up to the present time. At first she 
wed about 80 pe recent ethylene and 20 per 
ent oxygen. At that time she procured her 
ethylene from Dr. Luckhart, who I understand 
hd it made in the university laboratories. 
When she began getting it from the present 
commercial source, she found it necessary to 
increase the percentage of ethylene to 85 or 
{and cut down the oxygen correspondingly, 
presumably because of impurities in the gas. 
We hope that when we can get pure ethylene 
there will not be so much odor, and that anes- 
thesia can be maintained with a lower per- 
centage of the gas, making it possible to give 
more oxygen. 

Up to the present time, there has been 
oly one death from ethylene reported, and 
itwas from a series of twenty cases. I do 
nt know the details of this case, and can 
oly give it to you for what it is worth. Dr. 
Herb claims almost 1000 with no trouble of 
any kind, and several hundred other cases 
hve been done in different places with no 
fatalities. 

I wish to compliment Dr. Allgeyer on the 
case records. It is a difficult task to chart 
all the details he has given and administer 
an anesthetic at the same time. 

Dr. E. E. Allgeyer: There were many facts 
I did not bring out on account of small 
amount of time. I have noticed the ab- 
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sence of headaches Dr. Baker mentioned. 
With nitrous oxide patients often get head- 
aches from low percentages of oxygen re- 
quired. 

As far as the klood pressure is concerned, I 
statea my records were insufficient to make 
a statement as I dcemed it more necessary to 
watch the patient than to take the blood pres- 
sure every five minuies. This is difticuls un- 
less there is someone helping. 

I noticed that most of the cases in which 
we have had unstable results have been usu- 
ally in laboratories and nearly all were in 
the upper abdomen, where deep anesthesia 
must be obtained before there is relaxation 
of the parts concerned. 


We are not getiing the absolutely pure 
product. The Ohio Manufacturing Co., have 
just written to me saying that they are mak- 
ing every effort to bring it up to sandard. 

Dr. Cassegrain’s case (D. & C application 
of radium) shows the usual results that we 
have seen. Those patients are quite nau- 
seated and vomit a great deal where anes- 
thetized by nitrous oxide. I have administer- 
ed ethylene three times for such applications 
around the pelvis and they have not suffered 
hardly any nausea which seems a great im- 
provement. 

Contra-indications: I stated that increase 
of hemorrhage was likely to occur therefore 
bleeders may have dangerous hemorrhage as 
a result. I have noticed in the obstetrical 
work under ethylene (ir version and applica- 
tion of forceps) that the uterus was so re- 
laxed that bleedinz was quite excessive I 
had to turn to nitrous oxide. This did not hap- 
pen in more than 2 cases. 

In the presence of medical conditions such 
as cardio renal disease, diabetes, mild inflam- 
mation of the lungs the gas was administered 
with no aggravation of the pathology present. 
It seems that ethylene does not do any harm 
when such are present and we hope that more 
work of this character will uphold our pres- 
ent opinion. 
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Mr. President, ladies and gent!emen: 
I wish it were in my power to speak in 
adequate terms of the life work of the 
distinguished guest of the evening, but 
fortunately for me the achievements of 
Sir Thomas Oliver are so universally 
recognized that they speak for him and 
for his labors far more eloquently than 
any praise that could be showered upon 
him by the most gifted orator. 

To extol his merits before a medical 
audience would be very much like “car- 
rying coals” to his home in Newcastle— 
a superfluous and futile task. It is, 
however, only right and proper, since 
Sir Thomas has traveled so far from his 
busy home on the Tyne, to honor us with 
this visit, that we should show him as 
medical men and citizens of an enlight- 
ened community, that we share in the 
sentiments of admiration and respect 
which are felt for him everywhere for 
the life of faithful service that he has 
given to the betterment of the industrial 
classes of his country and of the world. 

In no way has the humanizing in- 
fluences of medicine been better dis- 
played than in the special field of work 
in which Sir Thomas Oliver has been 
engaged. 

In fact, in the cultivation of that 
branch of hygiene and preventive medi- 
cine which is dedicated to the study of 
the relations of the dangerous trades 
and occupations to health and effi- 
ciency, the medical profession has 
proved the most potent agency for the 
protection and uplift of the appressed 
and suffering masses of the underworld 
of toil. 

In the study of the physical ills which 
affect the health and lives of the in- 


dustrial classes the medical profession 
has had to deal at first hand, with the 
fundamental causes of poverty and dis. 
tress. In this way hygiene and sapi- 
tary science have inevitably merged ihe 
interests of medicine with those of a 
common humanity, of sociology and 
political economy; and in this way, 
again, Medicine has been not only a 
helpnate but a guide to the Church and 
to the State. 

The dangers and diseases inherent to 
certain occupations and trades were 
known in the earliest civilizations and 
as far back as Hippocrates and Galen, 
But it was not until the invention offf, 
the steam engine and the rapid advance 
of the mechanical and chemical sciences 
and arts, in the latter part of the eigh- 
teenth century, that the trenendous 
rise in the manufacturing industries 
and trades brought before the eye of 
the world the evils and dangers that be- 
set the swarming multitudes who flock- 
ed to the great centers of industry and 
commerce. 

The effect of this rapid concentration 
of an indigent and improvident popula- 
tion in a crowded and unhealthy en- 
vironment, and of the indiscriminate 
employment of men, women and children 
without sanitary supervision or govern- 
mental control, soon became apparent. 
The working people realized that steam, 
machinery, electricity and speed had not 
improved their lot in life and spoke of 
their conditions as one of slavery and of 
their factories and sweatshops 4 
“slaughter houses.” 

The conditions that prevailed in the 
British industrial centers up to the mid 
dle of the last century, 1850 and later, 
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were a rere sample of the general mis- 
ay that prevailed among the working 
Jasses the world over. Infantile and 
iyvenile mortality was enormous, and 
thse who attained youth became prema- 
turely old and decrepit before manhood. 
Inone manufacturing city, Manchester, 
in 1863, the average age of the working 
dasses Was Only 22 years as compared 
with the 46 years of the higher classes. 
Even much later the general death rate 
for the whole of England of 22 per 1,000 
was raised to 36 per 1000 per annum in 
the industrial districts. The squalor, 
misery and the toll of death exacted of 
the underworld of toil, as the price of 
industrial and manufacturing vrogress, 
has furnished an inexhaustable theme 


is-M for the poets, novelists, artists and his- 


trians of all countries. These evils 
need only be mentioned to make us 
realize in all their vividness the violent 
wecial reactions and revolutionary up- 
‘B heavals that they have brought forth in 
the more oppressed countries of Europe 
and which are now the subject of anx- 
ius concern of the entire civilized 
world. 


England, the most active and produc- 
tive manufacturing nation, was pri- 
marily concerned in the alleviation of 
these growing evils and the need of pro- 
teting her industrial population was 
recognized not only in the interests of 


igh- pure humanity, but as a matter of social, 


‘Bi political and economic necessity. Laws 
directed to the hygienic and moral pro- 
tection of the wage earners by inspec- 
tion and supervision of the factories 
through justices of the peace and by the 
dergy were enacted as early as 1802. 
These were soon found inadequate and 
ither laws of broader scope were added 
inthe course of years. But it was not 
"BH ntil 1891 that the supervision and sani- 
lary contro] of the factories and trades 
was placed in the hands of the sanitary 
authorities and local medical officers of 
tealth. In 1897 the workmen’s compen- 
sation act was passed by parliament 
which, as subsequently avrended and ex- 
panded in 1906, marks one of the great- 
est epochs in the history of protective 
labor legislation. In the form of insur- 
ahee against accident and occupational 
lisease, and in other ways, it hasbeen 
adopted in principle, at least, by most of 
the great nations of the world. 
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The constantly growing agitation and 
discussion of the living and social condi- 
tions of the industrial classes has led to 
administrative and legislative reforms 
which have improved the status of labor 
all over the world. The trend and ien- 
dency of legislation in England, in the 
continent of Europe, and esnvecially in 
our own country, has been to limit the 
hours of labor, to raise the age limit of 
child labor from 5 to 15 and even 16 
years in some states; to exclude women 
and children from certain industries, 
especially dangerous to their age and 
sex ; to provide hours of rest and recrea- 
tion; to provide for adequate ventila- 
tion, fire protection, light, heat and 
safety devices against machinery and 
other industrial accidents; to protect 
the eye, ear, nose and skin of the opera- 
tives in certain industries in which these 
organs are especially endangered; to 
allay dangerous dust in mining, textile 
factories and other dust-creating occu- 
pations; to regulate the manufacture of 
certain especially toxic products such as 
lead, phosphorous, mercury and other 
noxious substances; to provide in some 
cases for the periodical medical examin- 
ations of all employees, and, again, to 
provide compensation and indemnity for 
the disabilities and deaths caused by ac- 
cident or diseases contracted in the line 
ef duty. 

In the endeavor to attained these and 
other beneficent ends the labor leaders 
have found inspiration and their most 
effective weapons in the vast storehouse 
of medical knowledge,—a knowledge 
which has accumulated in modern times 
through the painstaking researches and 
laborious investigations of the master 
workers of our profession throughout 
the world. Therefore, of all the agen- 
cies that are working for the physical 
welfare and social uplift of the Jaboring 
classes, the physician stands foremost 
as the guadian of their most vital inter- 
ests. 

It is as an exponent of this splendid 
function that we welcome and honor our 
distinguished guest of the evening. In 
a vigorous medica] career bridged over 
by a span of nearly half a century of un- 
remitting activity, he has devoted his 
best energies to the investigation of the 
diseases that are peculiar to the indus- 
trial classes and has enriched the litera- 
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tuie of the profession by original con- 
tributions on the causes, prevention and 
treatment of these diseases. Through 
his studies on metallic and mineral pois- 
onings as developed in the white lead 
and lucifer match factories, and potter- 
ies, and by his researches on the meth- 
ods of allaying the injurious effects of 
the dust of mines and textile factories, 
he has obtained practical results which 
have minimized the occupational dan- 
gers of these industries and thereby 
saved the lives of thousands of workers 
engaged in these hitherto forbidding oc- 
cupations. As an expert in occupational 
diseases and industrial hygiene he has 
served as counsellor to his govern'rent 
on several national and international 
commissions which have directed the 
measures upon which protective labor 
legislation has been based. 

His earlier essays on heredity, and his 
quite recent discussion “on the factors 
which make for efficiency and social up- 
lifting of industry,” and “on some social 
and medical gains of industrial legisla- 
tion,” which appeared last year, show 


him to be a philosopher and a statesman, 


as well as a doctor. He has been a 
pleader all his life for the humanization 
of industry and for the uplifting influ- 
ence of work, and through it, raising the 
standard of mankind and the dignity 
of labor. On the other hand, he has tem- 
pered his enthusiasm with sound judg- 
ment in standing for the co-operation 
of the employer with the employed so 
that “the progra’ of industrial hygiene 
shall all be settled in conformity with 
reason and experience and not by mere 
sentiment.”’ 

In conclusion, Sir Thomas Oliver’s 
writings all clearly show that in spite of 
his great flights into other neighboring 
domains, he has remained first and fore- 
most a physician. It is with the prac- 
ticed eye of a medical man, familiar by 
long and close contact with the physiog- 
nomy and behavior of disease, and as a 
clinician keenly trained by long hours of 
observation at the bedside, that he has 
seen the light which has brought relief 
and comfort to his suffering fellows. 
And it is as a doctor of medicine and as 
a master in his profession that we now 
hail Sir Thomas Oliver as one of the 
stalwart knights of our order. 
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Sir Thomas Oliver,” M. D., (Glascou) 
F. R. S. C.,, (London) then cddresse4 
the Society, his subject being: ‘Some 
Unrealized Possibilities of Preventiy, 
Medicine.”’ 


Permit me to thank you for the 
warmth of the reception you have given 
me. I feel it is indeed a great honor 
and I deem it a great privilege to ad. 
dress this audience. It is my intention 
to say a few words about preventive 
medicine from an industrial point of 
view. I am pleased to see that in New 
Orleans, as in America generally, there 
has been a marked decline in the nun- 
ber of cases of tuberculosis; as the de- 
cline cormenced before the discovery 
of the tubercle bacillus it is clearly not 
due to this circumstance. Material 
prosperity by increasing the resistance 
of the individual may have played a part 
but it matters little so long as the result 
is secured. Without further preface | 
pass at once to the subject of preventive 
medicine from the industrial point of 
view. 

I have always held that a man’s occu. 
pation should never be a source of illness 
to him, but be his means of making 4 
livelihood and, as far as_ possible, a 
source of pleasure to him. This, hov- 
ever, has not always been the case. In 
the early part of last century, children 
of tender years, five or six, were em- 
ployed in the coal mines in Great Brit- 
ain. The foremen often found the chil- 
dren asleep, and thrashed then. Chil- 
dren too were employed in factories and 
had to work 10 or 12 hours a day. Al 
this has changed. There is now no child 
labor in England under 16 years of age. 
Occasionally the law is broken and 4 
child of 12 years of age may be found 
employed. Boys in England leave 
school at the age of 14 and are not 
taken on as apprentices in factories 
until the age of 16. What just to do 
with these lads during these two years 
is a difficulty. Formerly many of them 
worked for small wages as errand and 
telegraph boys. Thev helped to rais 
the family income, but the work lei 
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nowhere. We are making efforts to 
astablish training schools in vocational 
york to which these boys can be sent. 

In the early part of last century chil- 
jren were taken from the poor houses 
and hired out to factory owners. These 
were known as “apprentice” children. 
After the battle of Waterloo in 1815, 
England suffered then, as now, from 
yemployment; one-fifth of the people 
at that period had become impover- 
ished; there was much privation and as 
4 consequence parents sent their chil- 
dren into the factories. The prentice 
children leased out by the guardians of 
the poor were sent out in groups and 
were housed together in barracks. I 
have been in one of these houses in the 
neighborhood of Bradford in Yorkshire 
and I was struck with the thickness of 
the walls of the building, practically a 
prison for children whose delicate hands 
[| feel sure could not wrench the iron 
bars if they tried to. All of this, how- 
ever, is a thing of the past. 

Talking of boy labor, I remember in 
my own father’s house a boy, not more 
than eight or nine years of age, coming 
with the sweep and being sent up the 
chimney to sweep it. Young as I was, 
itmade me shudder. The practice con- 
tinued until after the middle of the last 
etnury when a boy was suffocated in a 
chimney. The practice was then for- 
bidden by law. 

It is a strange circumstance that with 
all our unhappy experience in England 
of child labor the United States of 
America did not apply it. No nation, it 
would appear, seems to benefit by the 
experience of another. 

My name has been associated with 
lad poisoning in the industries—the 
sory of the campaign against it in 
Great Britain is simply this. Dr. Matas 
told you I began life as a doctor among 
cotton spinners. It was amongst these 
factory workers that I got into touch 
with the laboring classes and came to 
take an interest in them. After I was 
appointed physician to the Royal Vic- 
toria Infirmary of Newcastle-on-Tyne, 
Iwas struck with the large number of 
admissions of men and women (par- 
ticularly the latter) suffering from lead 
pisoning. Hardly a few weeks would 
pass without there appearing in the 
daily newspapers the account of the 
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death of a young female from lead 
poisoning. Newcastle-on-Tyne is a 
center of the white lead industry and 
after’ watching the repetiton of these 
sad events I made up my mind that ata 
meeting of the British Association of 
Science I would draw attention to the 
fact and see whether something could 
not be done. Lead poisoning. was also 
taken by me as the subject of lectures 
at the Royal College of Physicians in 
London. It was after the delivery of 
these lectures that Mr. Asquith, then 
Home Secretary, appointed a commit- 
tee to inquire into the subject of lead 
poisoning and invited me to serve upon 
it. Idid so. At this particular time I 
had known of ruddy, healthy looking 
young women going into white lead fac- 
tories and dying six to eight weeks aft- 
erwards. As a result of the delibera- 
tions of the home office committee we 
advised the abolition of female labor in 
the dangerous processes of white lead 
manufacture. This was done. The 
employers attacked me and told me that 
this would ruin their trade. Women’s 
organizations also asked me what busi- 
ness I had to interfere with women’s 
labor. It was almost impossible for 
women, if they were pregnant, to go on 
working in the lead factories without 
miscarrying. Or, if they went to term, 
the infant usually died a day or two 
after birth, in convulsions. I have 
known of married white lead workers 
who had followed their occupation dur- 
ing two, three and four pregnancies and 
their infants dying before or shortly 
after birth, yet when the women subse- 
quently took up out-of-door work and 
became pregnant they gave birth to 
healthy children and these lived. It was 
because of the appalling loss of infant 
life that I pressed for the elimination of 
women from the dangerous processes of 
white lead manufacture. 

In corgequence of the reduction in 
the number of female lead workers and 
with improved factory regulations in- 
dustrial lead poisoning in Newcastle- 
upon-Tyne and elsewhere has consider- 
ably disappeared. 

I was invited to go to Hungary as 
there had been several deaths from lead 
poisoning. When I got there the Minis- 
ter of Labor graciously received me and 
placed a government office at my dis- 
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posal. In Hungary the manufacture of 
pottery in many places is a home in- 
dustry. <A potter’s house is also his 
workroom. In the kitchen the wire is 
made and dipped in the lead glaze; here 
too the family lives. The children are 
raised in an atmosphere laden with lead 
dust. We examined the clothes of the 
children and we found lead in these, also 
in the ordinary household utensils. The 
whole family was thus breathing and 
swallowing lead dust. It therefore was 
not an unusual thing to find that the 
potter’s wife or children had died from 
plumbism or that some one of the 
family was paralyzed. When I reached 
Hodmezovaserly, a large village, I was 
received by the master potter and in- 
vited to visit one of the potter’s houses. 
Here a sad sight met my gaze: women, 
men and children paralyzed, one or two 
of then blind. The people p!eaded with 
me and asked if nothing could be done 
to help them. That evening we formed 
ourselves into a small committee, a 
Hungarian doctor assisting me. It was 
my wish to report direct to the Hun- 
garian government and the recom- 
mendation I made was sirply this: 
that the dipping and drying of the 
glazed ware should be carried on away 
from the hovres of the potters and be 
done in a communal house in each vil- 
lage so that a potter’s family would be 
no longer exposed to lead dust. Three 
years after that I went back to Hungary 
to see the result. When I got to one of 
the villages the doctor met me; he had 
prepared a list of cases of lead poison- 
ing in the village for the last 20 years, 
and there were, 80, 77, 75, 84, etc., until 
the date of the establishment of the 
communal dipping house, when the 
number of cases fell to 14 and in the 
following years to eight and three. In 
addition, the doctor said that he had 
received a telegram from the Secretary 
of State requesting him to see whether 
he could find in the village any cases 
of lead poisoning in infants, but the 
doctor, after a careful search, could not 
find one. This circumstance shows that 
much can be done to alleviate and pre- 
vent industrial lead poisoning. 

To one other occupational disease I 
would like to draw your attention and 
that is phosphorus poisoning in the 
manufacture of lucifer matches. Sev- 
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eral cases had occurred in Great Brit. 

ain. It is a painful malady. The jay 

bones become inflamed and the affecteg 

portion of bone dies; the pus <ecreteg 

if aspired into the lungs, may cause 
broncho - pneumonia. When Visiting 
match works in France and Belgiun 

I found among the workers not only 

cases of necrosis of the jaw bones but a 

peculiar fragility of long bones, with. 
out undue strain the long bones of the 

body would snap. In Hungary, I gay 

several cases of phosphorus necrosis, 

some of which were fatal. I found ing 
village in Prussian Silesia, in a match 

factory, one woran working without 

her lower jaw; it had been removed by 

a surgeon; all she had was the upper 
jaw with a small dental plate resting 
on the floor of the mouth. There was 
considerable scarring of the neck caused 
by the operation and yet notwithstand- 
ing all this woman had suffered she 
had returned to the match factory. It 

seemed to me that the only thing to do 

was to try to find a harmless substitute 

for white phosphorus. I went to France 
and found that the French government 
was using sesquisulphide of phosphorus. 
I experimented upon animals and | 

found that the sesquisulphide was non- 
poisonous. My colleague, Sir Edward 
Thorpe, and I, therefore, recommended 

to the home office the desirability of 
doing away with white phosphorus and 
this was done. In factories where they | 
had previously cases of phosphorus ne- 
crosis, these now ceased, under the new 
conditions. This is an illustration of 
what can be done to transform a harn- 
ful into a harmless occupation; we did 
not abolish an industry but substituted 
a non-poisonous for a poisonous sulb- 
stance. 

We are all, as medical men, more or 
less interested in the conditions of labor 
for the working classes. Since I came 
to the states I have had the opportunity 
of discussing labor problems with Mr. 
Secretary Davis in Washington, als 
with Mr. Samuel Gompers as regards 
trade unionism. Mr. Govwnpers told me 
that when he began his life’s caree! 
there was no limit to the length of time 
men could work. They could work wel 
on into the night, but now all this has 
been stopped; 44 to 48 hours a week is 
today the average for nearly all trades, 
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result, as Mr. Gompers says, 
ongevity of the working classes 
tinctly lengthened. To this 
ance higher wages and shorter 
ive also contributed. We have 
‘e to underestimate the good re- 


sults which trade unionism has secured ; 
all we say is this: that as medical men 
we will co-operate and lend our aid to 
any form of activity which will promote 
better industrial conditions and improve 
the health of the working classes. 
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EDUCATION OR LEGISLATION? 


It will not be long before the smoke of 
political combat will have cleared away 
and the new governor of Louisiana will 
be sworn in; at the same time, a new 
legislature will begin to function (or 
disfunction, as time will tell). Many 
matters of vital interest to us, as cit- 
izens, as medical men and as guardians 
of the public health, will come up for 
consideration. While we have an excel- 
lent committee on “Public Policy and 
Legislation,” these gentlemen cannot do 
much good unless they have the whole- 
hearted support of each and every one 
of us. It is now a little early; but, in 
order that we may do better than here- 
tofore, let each member of the L. S. M. 
S. make up his mind to put his shoulder 
to the wheel, discuss these matters with 
his legislators—elect, early and often, 
and, later, when the session opens, go to 
Baton Rouge, if need be, and, by person- 
al interview, impress upon these sena- 
tors and representatives the need of cer- 
tain things and the absurdity of others. 

In this connection, we are reproducing 
an article by Dr. E. C. Ellett, Memphis, 
Tenn., originally published in the A. M. 
A. Bulletin for December, 1923, entitled 
“Whose Responsibility ?” 

“A few days ago, I was listening to a 
man reciting his unfortunate experience 
with a doctor, by whom he seemed, ac- 
cording to his statement, to have been 
badly treated, owing to incompetence on 


the part of the physician. The patient 
was a prominent influential and intelli. 
gent man, to whom one would naturally 
listen with respect. He was answered 
in this manner: ‘Mr. T., no one knows 
better than the doctors that such an ex- 
perience is possible, and doubtless hap- 
pens, and efforts have been made for 
many years to have laws passed whose 
object is to eliminate such possibilities, 
Every line in our laws looking to that 
end has been put there by the physicians 
over the strenuous opposition of the 
people, such as you.’ He was fair mind- 
ed enough to see that this was true and 
to admit it. Now it is strictly true that 
every line of the law that attempts to 
regulate the practice of medicine was en- 


acted through the efforts of the regular FF" 


medical profession. It is equally true 
that no law has been passed, or proposed 
for passage, by the profession that in 
any way sought to work to the advant- 
age of the regular profession. We have 
only answered for certain educational 
requirements, possessing which a man 
could practice medicine as he worship- 
ped God, ‘according to the dictates of 
his own conscience.’ 


“We read in a recent number of the 
Bulletin (November, 1923), that a so- 
ciety has been formed in the interest of 
scientific medicine, with laymen at its 
head. (“The friends of Medical Pro- 
gress”). It is high time that such a s0- 
ciety should spring into being, and that 
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the doctors be relieved of the physical 
yd financial burden of legislative load, 
hich is intended to work to the bene- 
fit of the people and not to the 
ienefit of the medical profession. For 
the thirty odd years that I have prac- 
tied medicine, there has been a con- 
tinal watch and fight and worry nec- 
asary, When the state legislature was 
in session, to protect the existing laws 
fom harmful onslaughts, and occasion- 
ily to add a little to the structure. At 
the last session, an attempt was made 
tp emasculate the law of one state by 
joing away with the preliminary re- 
qwirements. This was done because the 
wn of one of the legislators was unable 
oenter a medical school on account of 
lacking of educational attainments. 
“The question presents itself. Why 
should the medical profession take upon 
itself, or be called upon to fight this 
lattle of altruism? Why not quit, and 


lt all the quacks and skeptics and 
short horses and faddists that the peo- 
tle want enter the field of healing? A 
dignified statement: of the aims and 
ahievements of the regular profession 


should be placed before the people, but 
why summon the doctors to go before 
egislative committees, and contribute to 
funds to enact proper laws! To the 
best of our knowledge, our opinion is 
not wanted, at least is not sought. We 
come out in favor of what we think is 
right, and almost invariably we are ac- 
used of self-seeking; the measures we 
advocate are looked on as measures for 
ur profit and protection. As a matter 


395 


of fact, we are the least concerned. We 
can protect ourselves and families from 
the incompetent and the unprepared, 
and this sort of competition probably 
never hurts us. 

We do vast amounts of public work 
for nothing, in hospitals, dispensaries, 
state and county institutions, etc., work 
whose money value is very large, and 
this service is accepted, but when it 
comes to asking a hearing on matters 
in regard to which our experience and 
position should entitle us to be listened 
to with respect, we find that our opin- 
ions are neither wanted nor heeded. 
One is almost tempted to advocate a 
‘strike,’ and to demand that if we treat 
the state’s and city’s poor gratuitously, 
and teach in state institutions for noth- 
ing we be given a respectful hearing, 
and that our advice be heeded when it 
comes to matters of public health ‘and 
measures looking to its protection from 
the ignorant and unprepared.” 

“It is the fashion to combat the ap- 
peals of the medical profession on these 
lines with a recital of cures in cases in 
which regular medical treatment failed. 
The treatment of diseases is but a small 
part of the question. Epidemiology, 
prevention of disease, sanitation and 
other large and important questions 
which are essentially medical are things 
that can only be dealt with by trained 
men. With these matters, the faddist, 
the cults and the thousand and one heal- 
ing systems do not deal. They are the 
only concerned with treating the indi- 
vidual sick person and for a fee.” 





PROCEEDINGS OF TOURO INFIRMARY STAFF 


Clinical Meeting December, 1923. 
(Dr. Feingold, Presiding) 


Dr. Heninger: Tonight I wish to dis- 
cuss the type of irregularity known as 
“Heart Block”. There are two cases 
which I wish to present; the etiology 
of the two is different. I regret that 
I cannot show either one of these cases 
for certain reasons. The first case (I 
do not know much about the clinical 
history) was referred by Dr. Lyons to 
the Department of Electrocardiogra- 
phy for cardiograms. It was interest- 
ing that this lady is known to have had 
a peculiar heart disease over a period of 
30 years and that it was diagnosed as 
“heart block” by Dr. McKenzie over 15 
years ago. She had an infectious dis- 
ease—I believe Diphtheria. Cardio- 
graphic tracings taken in this hospital 
showed the  sino-auricular—that is, 


there is an altered transmission of the 
impulse between the pace maker known 
as the sino-auricular node and the auri- 


cles. Normally, the impulse is received 
at the sino-auricular node, passes down 
the auricle in a wavelike motion, just 
like the ripples resulting from throw- 
ing pebbles in a pond of water, and they 
collect at the auriculo-ventricular bun- 
dle, and transmitted down the “bundle 
of His” traveling down to the right and 
left branches where it further divides 
into numerous small branches, known 
as aborizations which run into the 
muscle substance of the _ ventricles. 
Thus you see any conditions patholo- 
gic or otherwise which would intercede 
or delay this impulse anywhere along 
this conductive pathway would have a 
tendency to cause a heart block. Neces- 
sarily, there are different types of heart 
block—may be a low grade or a com- 
plete block which would give you the 
Adam-Stokes syndrome. A sympathe- 
tic disturbance would probably cause 
a heart block of a very low grade. In 
this specific case, the symptoms being 
of paroxysmal character, it was thought 
best to determine whether this was a 
sympathetic block or a true pathological 
condition. The method used to deter- 
mine this is to do away with the vague 
stimulation by the administration of 


atropine. This patient was given 1-15) 
of atropine hypodermically, the exact 
amount of atropine received by the pa 
tient not being known on account of the 
poor syringe. Cardiograms were jn. 
mediately taken, 2 minutes, 4 minutes 
and 6 minutes after the injection wit 
the result that the heart block was no 
done away with in any of these sets g 
tracings. Therefore, we came to the 
conclusion that this was a typical case 
of pathologic sinu-auricular block, due 
to diphtheretic infection, progressing 
very slowly. 

The second case of heart block is ap 
exceptional one. This is a case referred 
by Dr. Matas, of a traumatic arterio. 
venous aneurism of the right femural, 
resulting from a pistol shot wound 
eleven months ago. The case presented 
tumor of the right groin, a palpable 
thrill, and enormous enlargement a 
that extremity with all the findings of 
an arterio-venous aneurism. Aside from 
this most interesting feature, our atten. 
tion was called to the fact that on dee 
pressure over the aneurism, there was: 
marked slowing of the pulse. This caseljy 
was brought to the Department of Elec. 
trocadiography for a complete study of 
the cardiovascular system. Cardio 
graphs were taken before and imme 
diately after pressure. Instantaneou- 
ly, after pressure there was a slowing 
of the heart rate to the extent of thirty. 
beats per minute. The slowing pr 
gressed until there was a definite de 
layed conduction of the impulse from 
the auricle to the ventricle thus estab 
lishing a low grade heart block. On re 
moving pressure, this delayed condut- 
tion was done away with. Up to about 
ten days ago, the cause of the heart block 
or this marked slowing of the pulse, wasi,,’ 
thought to be due to a sudden overfil-™. 
ing of the ventricles after restoring the 
circulation to its normal pathway. Re 
cent work has shown that there is ™ 
increase or very little increase in th, 
pressure in the veins but that this is the 
result of the stimulation of the vagus 
It occurred to us that atropine woul 
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io away with this block or slowing of 
the heart beat in the event that it was 
jue to stimulation of the vagus. Again 
the syringe failed, but enough atropine 
was obtained so that the slowing and 
the conduction time of the impulse was 
not altered as much as it was previous 
to the injection of atropine. Further 
york will be done upon this case and 
will be the basis for a communication 


im-Matsome future date. On passing, I wish 


sto mention that these are the first elec- 
trocardiographic tracings taken on an 
arteriovenous aneurism in the United 
States as far as the literature shows: 
Dr. Heninger: Case 3. This case is 
avery interesting one, although it is 
not a heart block but it represents the 


ing first case in this institution of which I 


know that died following the adminis- 

tration of quinidine sulphate. The pa- 

tient was a@ white man 78 years of 

age, entered inside service Touro In- 

firmary October 22, 1923, died Novem- 

‘Mter 13, 1928. This patient is shown 
thru the courtesy of Dr. Lemann. 

The findings according to the record 
were that the man was rather elderly 
oking, marked edema of the lungs and 

ankles, evtreme yspnoea, cyanosis. No 
“Bgeneral adenopathy, conjunctive suf- 
fused, no teeth, lips purple. The heart: 
left border extends to the left axillary 
Hine 6 interspace. Right Border: 4 
m. from the mid. sternal line in the 
third interspace. There is no visible or 
wlpable apex impulse. The heart 
sunds are distant. The radial pulse 


+ mwas irregular, easily compressible, rate 


“a20. The abdomen showed free fluid, 
\miver and spleen not palpable. 

On October 27th,  electrocardio- 
gram was*taken and showed auricular 
fibrillation. Digitalis was instituted. 
Blp to this time, 2 ozs. of Tr. Digitalis 
Biad been administered by mouth. Oct. 
ith, cardiogram was again taken—the 
heart rate was estimated at about 60. 
Digitalis was discontinued, although 


the heart at this time was still fibrillat- 


Ig. The spacing between the beats 
was so marked that the progress sheet 
shows a diagnosis of premature con- 
racti Nov. 3rd cardiograph shows 
fibrillations still present. Auscultation 
sm evealed what was thought to be pre- 
mature contraction. Digitalis was in- 
stituted again. On Nov. 5th notes from 
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the progress sheet show pulse 50; an- 
other cardiogram taken at this time 
shows a marked coupling of beats. Digi- 
talis discontinued. Nov. 12th it was 
considered that possibly quinidine sul- 
phate would stop the fibrillation, and 
so was administered in doses of 2 grains 
three times daily. A total of 14 grains 
was given. On the morning of the 13th 
I decided to take another cardiogram to 
ascertain the results of this therapeu- 
sis. On going to the ward to see the 
patient that morning, he was complain- 
ing of most excruciating pain in the ab- 
domen. He had been given an enema 
without relief. He complained about 
his treatment in Touro and I thought 
he was malingering so that he would 
not be taken to the cardiograph labo- 
ratory. At about 10 o’clock that morn- 
ing cardiograms were taken without 
any disturbance whatever and patient 
was returned to the ward within a 
period of 10 minutes. By noon the pain 
did not seem to abate, patient was given 
morphine 1-4 grain. In spite of this 
the pain still persisted. Patient’s ab- 
domen was examined—no evidence of 
rigidity was found, abdomen was soft, 
flat, no distension. Pain seemed to be 
somewhat localized in the epigastrium. 
The cardiogram was imvediately de- 
veloped and had changed completely 
from the previous one. It now showed 
in addition to auricular fibrillation, 
numerous premature contractions which 
probably arose in the right ventricle. 
From this and the excruciating pain in 
the abdomen, the diagnosis of coronary 
thrombosis of the left coronary artery 
was made. In fact, the death certificate 
was signed this way before autopsy. At 
midnight, patient became pulseless and 
died at 3 A. M. 


At 9 o’clock next morning, Nov. 14th 
autopsy was performed by Dr. Bowden, 
later viewed by Dr. Duval, Dr. Lanford 
being out of the city. The heart was 
exposed, coronary arteries were opened 
and found patent and in perfect condi- 
tion. The leaflets of the mitral valve 
were markedly sclerosed and the diag- 
nosis of “thrombosis of the left coron- 
ary” was apparently wrong. After the 
heart was removed from the pericardial 
sac and studied carefully, there was an 
area about the size of a dollar found in 
the left ventricle which resembled 
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either an old gumma that was healed or 
an area of the muscle which had degen- 
erated following some previous infarct 
many years ago. This area was one of 
fibrosis which completely replaced the 
muscle tissue of the heart. The remain- 
ing muscle fibres were in fairly good 
condition in comparison. Such an area 
of fibrosis would clinically represent a 
condition which would follow a coron- 
ary thrombosis and possibly was the 
cause of these premature contractions 
arising in the right ventricle. Thus the 
cardiogram in this case told the truth. 
The cause of the man’s pain was no 
doubt hemorrhagic infarct of the spleen 
which was caused by the administration 
of quinidine, the same conditions hav- 
ing been reported throughout the United 
States on various occasions and it is 
one of the frequent causes of death in 
these cases. 

Dr. Lyons: Discussion Dr. Heninger’s 
case. I would like to say just a word 
about the first case because I have had 
her under observation for about fifteen 
years. The irregularity began imme- 
diately after a bad case of Diphtheria 
30 years ago. Every doctor who listen- 
ed to her heart noted it was extremely 
irregular. I have watched it for fifteen 
years. She has gone through one preg- 
nancy 16 years ago without difficulty. 
She required considerably more physi- 
cal care than a normal individual but 
with moderate limitation of physical ex- 
ertion she is apparently in good health. 
The iterpretation of sphymographic 
tracings before we had the electrocar- 
diograms was not clear. There was evi- 
dence of some heart block and McKenzie 
wrote a rather noncommittal letter to 
that effect. These are the first electro- 
cardiograms that have been made. Sino- 
auricular block according to the most 
modern authorities that I have seen in 
the last year state that you have a total 
cardiac standstill. The impulse is 
blocked in the sino-auricular node 
itself, or if not blocked in the node be- 
tween it and the auricles. There is, 
therefore, no auricular contraction or 
ventricular response. 

If you look at the electrocardiogra- 
phic curve, you simply have an absence 
of everything. No cardiac movement 
at all. 

This tracing does show P-waves, with 
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markedly increased conductior. time, | 
personally do not quite unders*and the 
exact mechanism of this irrevularity 
I hoped Dr. Lemann would cet Dr 
Dr. White of Boston to give him ay 
interpretation on the curves when he 
was in Boston. The atropine test wa; 
not satisfactory for the reason that Dr 
Heninger stated. It was in a darkened 
room and only 1-150 of a grain ang 
grobably 1-3 of this was lost. The ip. 
terpretation of the curve to my mind is 
not all a simple matter. 

Dr. Lemann: I wish to answer the 
question as to the cause of embolism 
after quinidine. It is thought to be due 
to the fact that quinidine stops fibril. 
lationg and that when the auricle be. 
gins its orderly contractions, a piece of 
the mural thrombus previously existing 
in the auricle is swept off into the blood 
stream. That is the reason they are 
afraid of quinidine. I heard from Dr, 
Levine of Boston, who can speak au- 
thoritatively on quinidine, that his ex. 
perience was apparently the same as 
ours was here in this case. In old hearts 
quinidine is dangerous. 

Dr. Eshleman: I wanted to know 
whether the autopsy had shown any de. 
finite point from which the embolus 
had caused death. 

Dr. Heninger: When the perito- 
neum was opened there was a quantity 
of bloody fluid in the peritoneal cavity.fh 
Dr. Duval said it was due to a gas bacil- 
lus following death. The real cause of 
death he thinks was cardiorenal death 
brought on suddenly by possibly an en- 
bolus arising from the leaflets of the 
mitral valve being thrown off by the 
peculiar action of quinidine and finally 
lodging in the spleen. 

Dr. Lemann: It is only fair to say 
that this patient was moribund when he 


came in. He was 72 years old, gasping his 


for breath, and with general anasarca. 
He was rendered comfortable by ade 
quate doses of digitalis. However, these 
full doses of digitalis did not bring 
about a cessation of the fibrillation, 4 
evidenced by the electrocardiograph, 
even when clinically he had had enough 
digitalis. I must say that previously! 

have been a doubter as to the danger of 
quinidine. Quinidine is a salt of quil- 
ine, quite analogous to the ordinary 
quinine salt we use in malaria, and | 
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jave always asked myself why quini- 
jine could be so dangerous when we 

ysed quinine so generally in the South. 
‘if quinidine and quinine are so danger- 
‘Hous, why have we not seen cases of death 
due to quinine? Many doses of quinine 


ocamust have been given to patients with 


heart trouble who also had malaria, or 
‘Byhat was thought to be malaria. I shall 
proceed with quinidine in the future 


, Byith considerably more respect. 


A case of Poliomyelitis with Normal 
“Bopinal Fluid—Ludo Von Meysenbug, M. 
p, A. B., D. P. boy, aged 2 1-4 years. 
neg. birth and feeding history—none of 
the children’s diseases. 

Spent summer in Evanston, Ill., re- 
.Atuning to New Orleans on September 
jst. On September 15th, Sat. boy was 
vaccinated at his home, running about 
apparently perfectly normal. That night 
had fever, mother called up to ask if it 
‘Bnight be due to vaccination. Was told 
-Eprobably not. Two days later—saw 
-Byatient again and he had fever up to 
3103 5-10, was drowsy and listless but no 
smspecial complaints. Was kept in bed 
most of time, but allowed to get up to 
go to stool, etc. Four days after onset 
-Mpatient was very listless, whining, re- 
sMfused food, and resented being disturb- 
a, wanted to be left alone. He seemed 


ito-fito have pain in his leg, but it was diffi- 
ity alt to understand which leg and he 
avity.@moved both legs when necessary. Tem- 


grippal 
throat. Rafleps were all normal. On 
athe fourth day, the vaccination began to 
take and resulted in a very severe take, 
Y@the whole upper arm swelling and being 
very red and tender. Temperature at 
this time was ascribed to the vaccina- 
‘Mion and aside from the listlessness and 
somewhat vague evidence of pain in one 
or the other leg and the red throat, the 
boy’s main trouble seemed to center 
SBabout the vaccination. Seven days after 
maiter the first rise in temperature, he 
complained of a great deal of pain, and 
it was noticed that he refused to move, 
ven in his bed. The reflexes at this 
‘Btime showed an absent K. J. on the left, 
Y§sluuggish but present on the right. There 
was also no plantar response on the left 
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and there seemed to be foot drop and 
loss of tone of muscles of the left leg. 


A lumbar puncture was done the next 
day, 8 days after onset of the disease 
and probably not more than 2 days af- 
ter onset of paralysis. The fluid was 
not under tension, dropping out very 
slowly. It was perfectly clear. The 
cell count showed 5 cells per cmm. and 
globulin test was negative. Routine 
Wassermann was also negative. This 
spinal fluid finding threw considerable 
doubt on the diagnosis of poliomyelitis. 
The only other condition that could have 
given a similar clinical picture is peri- 
pheral neuritis, where pain is the prom- 
inent symptom, as it was in this case. 
In looking up peripheral neuritis in the 
text books, I found the statement that 
it sometimes follows an oridinary acute 
naso-pharyngitis, suchas this boy had 
at the onset. As you can see from the 
chart, there was no feves while he was 
in the hospital and the pain in his leg 
had subsided. There was flaccid par- 
alysis of his left leg, absent k. j. and 
plantar reflex on that side. 


Two days after leaving the hospital 
he could wriggle his toes, and then mo- 
tion of the upper leg returned. Toe drop 
remained also loss of k. j. and plantar 
response. The interesting and unusual 
feature of this case is the normal spinal 
fluid. In considering the pathology of 
poliomyelitis we know that the earliest 
change is a hyperemia of the pia and 
blood vessels passing into the cord and 
an accumulation of lymphocytes and 
polymorphs, about them. It is to this 
that we ascribe the spinal fluid changes. 


But in a study of 2000 polio spinal 
fluids, Neal and Abramson found in- 
creased polys in only 37 instances and 
then not always in the first few days. 
Of 500 fluids carefully studied by these 
authors, they found only 23 in which 
the cytology was normal, but they al- 
ways found increase in globulin. Of 
30 cases showing flaccid paralysis,. 
there were 11 giving no pheocytosis. 


Dr. F. W. Peabody, whose name will 
always be thought of in connection 
with poliomyelitis, wrote me that a nor- 
mal spinal fluid is extremely unusual 
in the pre-paralytic stage, but that a 
normal cell count occurs in a small ma- 
jority of instances after the onset of 
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very unusual. 

I was considerably reluctant to make 
a diagnosis of poliomyelitis with that 
spinal fluid finding, but clinically there 
could be no doubt of it. The tempera- 
ture reaction was masked by the vacci- 
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nation but there appears to have heey 
a dromedary type of curve, 
Peabody describes as occurrine 
instances of the disease, 

I have asked 
this boy with 





NEWS AND COMMENT 


At a meeting of the Southern Surgi- 
«| Association held at White Sulphur 


"Bsprings, W. Va., on December 11-13, 


early 


the surgeons of New Orleans were well 
represented by a large delegation and 
jy a number of valuable contributions 
i) the program and to the discussions. 
Drs. F. W. Parham, R. Matas, C. J. 
Miller, H. B. Gessner, 8S. M. D. Clark, 
j. A. Danna, I. Cohn and U. Maes (re- 
dected treasurer) were present. 

Dr. Cohn read on “Splenectomy as a 
treatment for Purpura Hemorrhagica,” 
Dr. Gessner on “Report of cases of the 
Yatas operation for aneurism with a 
statistical review,” Dr. Matas “fon the 
seondary effects of Arterio-venous fis- 
tilae on the heart and general circula- 
tion,” Dr. Miller on “The Cure of In- 
ontinence of Urine in Women.” 

Tulane graduates outside of New 
Qreans also contributed notable 
papers. Dr. DuBose of Selma, Ala., on 
“Cholecystduodenostomy and Cholecyst- 
gastrostomy,” Dr. Dunbar Newell, of 
(hattanooga, Tenn., on “Bone Sarco- 
na,” Dr. James N. Mason, of Birming- 
ham, Ala., on “The Influence of hemor- 
thge on the mortality of gunshot 
wounds and other injuries of the abdo- 


The retiring president, Dr. James F. 
Mitchell, entertained the association 
wth an interesting and beautifully 
illustrated lantern-slide travalogue of 
anaturalists’s expedition to the “Gala- 
pagos” islands in the Pacific, headed by 
Mr. Beebe, the well known explorer and 
naturalist, Dr. Mitchell participating as 
surgeon of the expedition. ; 

Dr. LeGrand Guerry, of Columbia, 8. 
(., was elected president, and Drs. Roys- 
tr and Maes re-elected secretary and 
treasurer, respectively. 

Dr. S. M. D. Clark was awarded a 
prize, a silver cup, in a golf contest. 

The next meeting will be held in De- 
cember, 1924, at Charleston, S. C. 


On Thursday, December 14, Dr. 
Matas held a surgical clinic at the Johns 
Hopkins Hospital, in which the Tests 
for the Efficiency of the Collateral Cir- 
culation as a Preliminary to the Occlu- 
tin of the Large Surgical Arteries, 


were especially discussed and _ illus- 
trated. Dr. Matas was the guest of 
honor at a luncheon given by Drs. J. M. 
Finney, Thayer and members of Dr. 
Finney’s staff. 


On Sunday, December 16, Dr. Matas, 
Dr. Finney and Dr. Welch delivered ad- 
dresses at the Memorial Services held 
at the Johns Hopkins University in 
honor of the late Dr. William S. Hal- 
sted, Professor of Surgery and Surgeon 
in chief of the John Hopkins Hospital. 
The services were attended by a very 
representative gathering of Dr. Hal- 
sted’s former associates, pupils and 
friends, who had assembled from many 
parts of the country to pay a tribute of 
respect and affection for their chief, 
the eminent founder of the Surgical 
School of Johns Hopkins University. 


President Goodnow presided over the 
meeting. 


Award of the Sofie A. Nordhoff-Jung 
Cancer Research Prize. 


Dr. Johannes Fibiger, professor or- 
dinarius in pathological anatomy at the 
University of Copenhagen, has demon- 
strated, following repeated experimen- 
tation, that parasites play an import- 
ant role in the formation of certain 
types of tumors in the proventriculi of 
rats. 

Furthermore he has succeeded in ef- 
fecting papillomata and undoubted car- 
cinoma through the parasite nematode. 
Where others have failed after years 
of persistent researches, he first met 
with success in artificially inducing 
malignant tumors through external ir- 
ritations and so thrown wide new 
avenue to future findings. Though the 
earlier results of Fibiger’s work date 
back a number of years, he unremit- 
tingly labored towards an interpreta- 
tion of the significance of parasitic irri- 
tants in malignant tumor formation, 
likewise of mechanical and chemical ir- 
ritants. Fibiger and his associates 
have contributed generously to the 
literature of cancer production through 
the feeding to rats of oats and the ap- 
plication of tar to their tissues. In this 
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way they have confirmed the successful 
work of Stahr and Yamagiva. 

In a word, Fibiger’s advances 
towards the solution of the problem of 
the causitive irritants productive of 
cancer are at the same time most com- 
prehensive and most remarkable. 

The Commission on the award con- 
sisted of Professors Borst, Doederlein, 
v. Romberg and Sauerbruch, all of the 
University of Munich. 


The Webster Parish Medical Society 
met Thursday, November 22, at 2 p. m. 
in the Scout Theater at Minden for 
their regular fall meeting. Scientific 
papers were read by Drs. Butler of 
Springhill, and Crutsinger, Baker and 
Martin of Minden. The papers were 
enjoyed and the subjects discussed by 
all the members present. 

Dr. L. Longino made a very instruc- 
tive talk on the need of a Hospital for 
Minden and Webster Parish. After a 
general discussion a resolution endors- 
ing the hospital was unanimously 
passed. Dr. Paul Crutsinger and Dr. 
C. M. Baker were elected members of 
a committee to aid the movement for a 
hospital. 

The following officers were elected 
to serve during the year 1924: Dr. W. 
McDade, of Minden, president; Dr. J. 
D. Kilgore, of Minden, vice president; 
Dr. C. M. Baker, of Minden, secretary 
and treasurer. Dr. B. A. Norman of 
Sibley was elected delegate to the State 
Convention, with Dr. J. D. Kilgore as 
alternate. 


At the January meeting of Shreve- 
port Medical Society, the scientific pro- 
gram was furnished by the Charity 
Hospital staff. It was clinico-patha- 
logical] and clinical and dealt, especially, 
with tuberculous meningitis; some of 
the cases were diagnosed ante-mortem, 
some post-mortem, only, closing with 
the presentation of two living cases, 
one of which will doubtless recover, 
prognosis in the other being doubtful. 

Delegates to the State Society meet- 
ing in Opelousas were named, viz: Drs. 
J. E. Knighton, S. C. Barrow, W. H. 
Adams, E. L. Sanderson, T. P. Lloyd. 
Alternates: A. P. Crain, M. 8S. Picard, 
J. M. Bodenheimer, J. J. Frater, I. B. 
Rougon. Inasmuch as there were 122 
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members on the roll of the society fo 
1923, it is expected that over 100 wij 
have paid dues before April, in orde 
to entitle Caddo Parish to five dele. 
gates. 


have purchased a site in the wester 
part of Shreveport, known as Queens. 
borough, and have announced their jp. 
tention of erecting thereon a moder 
hospital building. 

Dr. C. W. Phillips, formerly of 
Haynesville, La., has recently inoved toff: 
Shreveport. j 


Monthly Bulletin of the Orleans Parish 
Medical Society. 


The society begins the year with a 
total membership of 476. There are 
many physicians who are eligible, and 
every effort should be made io bring 
them into our organization. 

The President announces the ap- 
pointment of Dr. Sam Hobson as chair- 
man of the Scientific Essays Commit- 
tee. Members desirous of reading pa- 
pers during the coming year are re- 
quested to communicate with him at an 
early date, thereby facilitating the 
preparation of the program for the 
coming year. 

Delinquents for the fourth quarter 
are required to pay their dues before 
February 15th. 

Annual dues for the state society and 
first quarter dues for the Orleans 
Parish Medical Society are payable 
January 1st. Prompt remittance wil 
facilitate the work in the office and 
assist in reducing certain expenses. 


The annual meeting of the society 
was held Monday, January 14th, 1924. 
Dr. H. W. Kostmayer, the retiring 
President presented his report, and Dr. 
S. Chaille Jamison read the President’: 
address. In addition the reports o 
officers and various chairmen wele 
read, and evidently the society has 
progressed and had a most successfil 
year. After the meeting refreshment 
were served. A total attendance at this 
meeting was over 175. 


The joint meeting of the old and new 
Boards of Directors was held Monday, 
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January 7th, and plans for the coming 
year were discussed. 


Applications for membership pend- 
ing: Dr. Larry J. Dupuy, Dr. W. N. 
Floyd and Dr. Elliott Kiblinger. 


Delinjuents number eight. 


February Program. 


February 4th, Board meeting; Febru- 
{Bary 11th, scientific meeting; February 
oth, scientific meeting. 


Treasurcr’s Report for December, 1923. 


Total receipts $489.96 
Total expenditures 
Resources. 
Domicile fund, Liberty bonds, 
par value 
Library endowment 
bonds, par value 
Medical relief fund, savings 
account 


$30,000.00 
3,500.00 


$33,596.23 


Librarvian’s Report for December. 


The work of the year has carried the 
organization of the library well on to 
completion. Four thousand two hun- 
dred books have been added to the rec- 
ords. Of these 133 were received from 
the New Orleans Medical and Surgical 
Journal; 131 were added by purchase, 
115 by binding and 167 by gift. This 
brings the total of books as shown in 
the completed records to 9,600 volumes. 
There remain approximately 1,000 vol- 
umes more. All of these are from the 
dd Charity Hospital collection, the dates 
ranging from 1750 to 1865. Another 
three months should completely finish 
the cataloguing to date. 

A pamphlet and reprint collection has 
been started which we expect to make 
‘f unusual value for quick reference 
work. We have already over 300 on 
file and shall add to the collection as 
tapidly as possible. 

A noteworthy addition to the library 
during the past year is a complete set 
of Guy’s Hospital Reports, which we 
imported directly. 

As authorized by the Library Com- 
mittee, the evening hours of opening 
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were discontinued on May 31st. In 
September, Tulane University asked 
permission to resume the evening hours 
at their own expense for the use of the 
students of the Medical School. This 
permission was granted by the society 
and the library has been open from 
7 to 10 six evenings each week since 
October; Mr. Leonard Wilson being in 
charge. 

The reference work continued 
through the summer months to a grati- 
fying extent, the average daily attend- 
ance for the year being from 8 to 10. 
Twenty-five subject bibliographies have 
been prepared and placed on file for 
further use. 

The library has been the recipient of 
gifts from the following persons: Dr. 
P. B. McCutchon, Dr. J. A. Lanford, 
Dr. H. L. Johnson, Dr. A. E. Fossier, 
Mr. Fung y Figueras and the Eye, Ear, 
Nose and Throat Hospital. 


Monthly Bulletin of the Shreveport 
Medical Society, January, 1924. 

January 9th, program by Charity 
Hospital staff. February 5th, program 
by North Louisiana staff. March 4th, 
program by Highland Sanitarium staff. 
April 1st, program by Schumpert Sani- 
tarium staff. 

Willis P. Butler, M. D., President. 

I wish to express to the members of 
the Shreveport Medical Society, my 
appreciation of the honor and confi- 
dence displayed in electing me presi- 
dent of the society for the year 1924. 

In making committee appointments I 
have selected those whom I feel sure 
will gladly serve and do all possible in 
support of the officers. The Program 
Committee is already busy, and we can 
look forward to interesting meetings. 

I expect to serve to the best of my 
ability and ask that each member give 
the officers the fullest co-operation be- 
cause this is necessary if we are to 
have a successful and profitable year. 

Finally, I ask that you attend the 
meetings, bring others with you, join in 
the discussions and help keep the at- 
tendance record as near 100 per cent as 
possible. 

Officers for 1924: 

President—Dr. Willis P. Butler. 

First Vice-President—Dr. I. Henry 
Smith. 
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Second Vice-President—Dr. E. L. 
Sanderson. 

Secretary—Dr. Robert T. Lucas. 

Treasurer—Dr. Lewis Cass Spencer. 

Committees for 1924 will be an- 
nounced in the next Bulletin. 

The regular monthly meeting of the 
Shreveport Medical Society was called 
to order by President Pirkle at 8 p. m. 
Thirty-three menbers were present. 
Minutes of the last meeting were read 
and corrected. 

Treasurer’s report. Dr. Spencer re- 
ported that there are eight members 
who have not paid 1923 dues. There is 
$7.89 in the bank and a bill for $15 
outstanding against the society. 

Secretary’s report. For the year 
ending with the November meeting 
there were present at the twelve meet- 
ings a total of 348. Average attend- 
ance per meeting 29. Present enroll- 
ment 123. Deaths two, Dr. S. Y. Alex- 
ander and Dr. W. H. Billingsley. New 
menbers seven, Drs. Best, Caldwell, 
Gowon, Gilmer, Heard, Simonton and 
Sandridge. Transfers one, Dr. R. F. 
Harrell. Resignations one, Dr. O. B. 
Hicks. Number who have not attended 
any meeting during the year, 37. 

Election of officers. 

For President Dr. Willis P. Butler 
was nominated by Dr. Heath. The 
nomination was seconded by Dr. Ragen. 
Dr. Butler elected by acclamation. 

For First Vice-President Dr. I. Henry 
Smith was nominated by Dr. Hendrick. 
The nomination was seconded by Dr. 
Ruthledge. Dr. Smith elected by accla- 
mation. 

For Second Vice-President Dr. E. L. 
Sanderson was noninated by Dr. Her- 
old. The nomination was seconded by 
Dr. Heath. Dr. Sanderson elected by 
acclamation. 

For Secretary Dr. R. T. Lucas was 
nominated by Dr. Blackman. The nomi- 
nation was seconded. Dr. Lucas elected 
by acclamation. 

For Treasurer Dr. L. C. Spencer was 
nominated by Dr. Hendricks. The 
nomination was seconded. Dr. Spencer 
elected by acclamation. 

There being no objections the Janu- 
ary meeting was decided on for the 
election of delegates to the Louisiana 
State Medical Society. 

There was no unfinished business. 


News and Comment. 


Dr. Boyce announced that : 
Library has taken over the Medi 
ciety’s library. 

Dr. Sanderson started a hea! 
eral discussion as to how to i 
interest in the society and increas 
usefulness to its members an! 
community. 

Dr. Herold announced the 1 
of the Tri-State Medical Society at 


Texarkana on the 5th and 6th. 
On motion the society adjourned. 
R. T. Lucas, 
Secretary. 


Fifth District Medical Society. 


On December 11th at the St. Francis 
Sanitarium clinic building, was held 
one of the most delightful and satisfae. 
tory meetings of the Fifth District 
Medical Society ever held. About 60 
members attended. A program of u.- 
usual interest was given by men over 
the district. Dr. C. P. Gray gave the 
president’s address. Luncheon was 
served by the St. Francis Sanitarium 
and several talks were made, including 
a splendid, short, spicy speech by Dr. 
Gaines, of Tallulah. Dr. Fisher, of 
Choudrant, was elected President; Dr. 
Perot, of Monroe, was elected Secretary, 
and Dr. C. P. Gray, of Monroe, was 
elected delegate to represent the dis- 
trict society. All the meetings of the 
Fifth District Medical Society are held 
in Monroe, because of the central loca- 
tion and railroad facilities. 


Ouachita Parish Medical Society. 


Ouachita Parish Medica] Society hasa 
large membership, the largest in its his- 
tory. This society holds an annual ban- 
quet, usually in Dece nber at the time 
of election of officers. The banquet 
held this year at the Hotel Monroe was 
attended by practically the full mem- 
bership. Officers for next year are: 
Dr. Hirsch, President; Dr. Peters, 
Secretary; Dr. Bennett, delegate to 
state society, and Dr. George Wright, 
alternate delegate. These banquets art 
very delightful occasions for the mel, 
and the spirit of fraternalism is always 
boosted on these occasions. 


The staff of the St. Francis Sami 
tarium holds monthly meetings in the 
clinical building of that institution. 
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short but splendid programs are car- 
ried out. Case reports and discussions 
appear to be more generally enjoyed 
than papers. These meetings are un- 
jually well attended. 


During the past year the Ouachita 
flying Squadron, composed of about 
tn men of Monroe, have visited in a 
ody the Morehouse Society on two 
xeasions, the Caldwell Society for one 
meting, and the La Salle Society for 
me meeting. This group of men jin 
visiting the smaller socities carry with 
thm practically a full program and 
place it at the disposal of the smaller 
wciety. Each of the societies so far 
visited have treated the Flying Squad- 
ron to a splendid banquet on each occa- 
son. Lincoln and Jackson, joint so- 
ciety, will hold a meeting early in the 
year in some convenient place and the 
ame group of men will attend in a 
body. The amount of good that is 
accomplished by these visits we believe, 
isconsiderable. The small society main- 
tains its membership; it is stimulated 
0 make a substantial showing and is 
held together in a way not obtained by 
any other influence like this one. 


St. Tammany Parish Medical Society. 

St. Tammany Parish Medical Society 
held its regular monthly and annual 
business meeting Thursday night of 
last week at the Southern Hotel, with 
the following members in attendance: 
Dr. J. K. Griffith, President; Dr. W. R. 
Singleton, Secretary-Treasurer; Drs. G. 
R. Pennington, J. F. Polk, F. F. Young, 
J. F. Buquoi, C. F. Farmer, H. D. 
Bulloch, R. B. Paine, W. L. Stevenson 
and A. G. Maylie. 

Dr. Stevenson illustrated the Schick 
‘est for diphtheria, on living subjects, 
which proved very instructive and un- 
isually interesting to the members, 
rany of whom saw the operation for 
the first time. 

This being a business meeting scien- 
tifie papers and discussions were dis- 
pensed with and the following officers 
were elected for the ensuing year: Dr. 
J. K. Griffith, President; Dr. G. R. 
Pennington, Vice-President; Dr. W. R. 
Singleton, Secretary - Treasurer; all 
three re-elected. Delegate to the Louis- 


iana State Medical Society, Dr. F. F. 
Young; alternate, Dr. A. G. Maylie. 
The American Congress on Internal 
Medicine. 


The eighth annual clinical session of 
the American Congress on Internal 
Medicine will be held in the amphithea- 
tres, wards and laboratories of the va- 
rious institutions concerned with medi- 
cal teaching, at St. Louis, Mo., begin- 
ning Monday, February 18th, 1924. 

Practitioners and laboratory workers 
interested in the progress of scientific, 
clinical,and research medicine are in- 
vited to take advantage of the oppor- 
tunities afforded by this session. 


Twenty-nine thousand Ford workers 
have defective vision, according to a 
report made by the Ford management 
to the Eye Eight Conservation Council 
of America, which, following investiga- 
tion of industrial waste of the Hoover 
committee of the Federated American 
Engineering Societies, is conducting a 
survey of the eyesight conditions among 
the nation’s industries. 


The Department of Commerce is pub- 
lishing each week the census mortality 
reports from the largest cities of the 
United States. 

There are given for each city the 
total number of deaths reported (still 
births excluded), the death rate, the 
number of deaths under one year of 
age ,and the infant mortality rate based 
on deaths under one year for the week 
and estimated births for the previous 
calendar year. 


The Department of Commerce an- 
nounces lower death rates of mothers 
from childbirth or puerperal causes in 
1922 than in any year since 1916. 


National Committee for Mental 
Hygiene. 


Dr. Frankwood E. Williams was re- 
elected Medical Director of the National 
Committee for Mental Hygiene at the 
annual meeting of the Board of Direc- 
tors, held in New York City, on Decem- 
ber 28. The following were elected 
members of the Executive Committee: 
Dr. Williams L. Russell, Medical Direc- 
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tor, Bloomingdale Hospital, White 
Plains, New York; Dr. Waiter E. Fer- 
nald, Superintendent, Massachusetts 
School for the Feebleminded, Waverly; 
Dr. Stephen P. Duggan, Director, In- 
stitute of International Education, New 
Fork City; Dr. William A. White, Su- 
perintendent, St. Elizabeths Hospital, 
Washington, D. C.; Dr. Charles P. Em- 
erson, Dean of the Medical School, Uni- 
versity of Indiana, Indianapolis; Dr. C. 
Floyd Haviland, Chairman, State Hos- 
pital Commission, Albany, New York; 
Dr. Arthur H. Ruggles, Superintendent, 
Butler Hospital, Providence, Rhode Is- 
land, and Mr. Matthew C. Flething, at- 
torney, New York City. Dr. William 
H. Welch, President of the National 
Cormittee for Mental Hygiene, pre- 
sided. 


Louisiana Nurses Board of Examiners. 

The semi-annual examination of the 
Louisiana Nurses Board of Examiners 
was held in New Orleans and Shreve- 
port, December 10th and 11th. Seven- 
ty-nine applicants qualified as regis- 
tered nurses. 

The Louisiana Nurses Board of Ex- 
aminers is composed of the following 
doctors: John T. Crebbin, President; 
Joseph S. Hebert, Secretary-Treasurer ; 
George S. Brown, New Orelans; Fred 
J. Frater, Shreveport; Robert W. Faulk, 
Monroe. 


Removal: Dr. A. J. Newman, from 
Montpelier, Louisiana, to Hammond, 
Louisiana. 

Died: Callan—On Friday, Decenber 
28, 1923, at 5 o’clock pv: m., Dr. John 
Callan. 

Dabney—On Friday, December 28, 
1923, at 11 o’clock a. m., Dr. Thomas 
Smith Dabney, aged 73 years, a native 
of Mississippi, husband of the late Ida 
Ewing and father of Thomas Ewing 
Dabney. 


The Secretary of the state society an- 
nounces plans for the Opelousas conven- 
tion are actively underway, and every- 
thing points to a record breaking at- 
tendance. 


Monthly Radio Health Talks spon- 
sored by the Orleans Parish Medical 


Society is given regularly ev. ry third 
Friday in the month, over th 
University radio station WAAC 

8:30 p. m. sharp. Dr. Homer 

will be the next speaker. 


The societies in the state ‘av 
completed one of their most suc 
years. Help us learn of your activities 
by sending to the editor of this colump 
news, personal and of a medica! nature, 


St. Rita’s Infirmary in Opelousas has 
just been completed. 





STATISTICAL DATA FOR THE MONTH 
OF NOVEMBER, 1923, OBTAINED 
FROM THE RECORDS OF THE 
CITY BOARD OF HEALTH. 


Births. 
Male, white 
Male, colored 


Female, white 
Female, colored 


By physicians 
By midwives 
Deaths 
Diphtheria 
Typhoid 
Malaria 
Scarlet Fever 
Whooping Cough 
Influenza 
Measles 
Cc. S. Meningitis 
Tuberculosis 
Cancer 
Apoplexy 
Endocarditis and Myocarditis. 
Angina Pectoris 
Other Circulatory Diseases... 
Broncho Pneumonia 
Lobar Pneumonia 
Other Respiratory Diseases... 
Diarrhoea and Enteritis 
Appendicitis 
Other Digestive 
BOR TI 6. oc oes cecsees 
Chronic Nephritis 
All other Genito-Urinary Dis- 
eases 
Puerperal State 
Malformations 
External Causes 


Death Rate Per 1,000 Per Annum 
Month—Non-residents Excluded. 


Colored 


18.35 
Deaths from premature births, 
etc., are not excluded. 





News and Comment. 


Dr. T. I. St. Martin of Houma, La., 

jgs been appointed chairman of the 
ytion on Rdiology for the approach- 
ng meeting of the Louisiana State 
Nedical Society. 


BOOK REVIEWS 


Tonsillectomy, By Greenfield Sluder M. D., 
Pub. by C. V. Mosby Co. St. Louis. 1923. 

In this very excellent monograph the col- 
yieral problems of embryology, physiology, 
wd pathology, are given a thorough review. 
this feature alone gives the work a special 
due. The chapter on Adenoidectomy by 
direct vision is timely, for the usual technic 
plied i nthis operation is hardly the last 
word in the surgery of the postnasal space. 
Even if one does not accept the Sluder method 
for tonsillectomy as the best, this volume, 
mitten with the collaboration of Arthur 
Proetz and I. D. Kelly, Jr., is replete with 
vauable information relating to the ever in- 
teresting tonsil question. 





Homer Dupuy. 


Rhus Dermatitis (Poison Ivy) Its. Pathology 
and Chemotherapy. By James B. McNair. 
The University of Chicago Press. Chicago, 
Illinois, 1923. 

James B. McNair’s Book, Rhus Dermatitis, 


y; the volume should be of great in- 
wrest to the Chemist and Botanist as well. 
am sure all Dermatologists would have wel- 
tomed a final decision that Lobinol was the 
mndoubted cause of this Dermatitis Venenata 


. The report of many case histories in 
detail will prove, even to those of us who 
have seen a fair amount of Rhus Poison, in- 
testing and considerably enlightening. 

H Menage. 
iseases of the Skin, Fifth Edition Rev. By 
Richard L. Sutton, M. D., LL. D. C. V. 
Mosby Co., St. Louis, Mo. 1923. 

The American Dermatologists have written 
any excellent books on diseases of the skin; 
he Fifth Edition of Diseases of the Skin by 
sutton is certainly an addition to them. The 
Index ls unusually complete for a volume of 
Mat size, and with its numerous references, 
€ general practitioner as well as the medi- 
al student would make no mistake in reading 

The illustrations are numerous and in 
many instances excellent; to read the book 
4 pleasure on account of the clear large 
and excellent paper the publishers deem- 


“i Wise to use. 
H. E. Menage. 
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The Examination of Patients. By Nellis B. 
Foster, M. D., Associate Professor of Medi- 
cine, Cornell University. W. B. Saunders 
and Company, 1923. 

As a system of examination, the text is 
rather differently written by keeping the 
reader constantly in mind of the fact that 
a live patient is being examined. Each ab- 
normality that may be noted has its varia- 
tions listed and the practical significance of 
the variations is indicated. The book is com- 
pletely up-to-date, the laboratory findings 
and interpretations are well thought out and 
an excellent colored plate brings out the char- 
acteristic eye grounds. The actual methods 
of eliciting the various physical findings and 
abnormal reflexes are not given in enough 
detail for undergraduate use, but is still very 
desirable for advanced workers. 

F. M. Johns. 


Outlines of Medical Zoology. By Robert W. 
Hegner, William W. Cort and Frances M. 
Root, Department of Medical Zoology, Johns 
Hopkins University. | The Macmillan Com- 

pany, 1923. 

This little volume is the outgrowth of the 
small bulletin issued by the same authors, en- 
titled “Diagnosis of Protozoa and Worms Par- 
asitic in Man’’, which was published in 1921 
and which has gained wide circulation. The 
new book is along the same lines and con- 
tains considerably more material, especially 
in the treatment of the protozoan infections. 
Two colored plates depicting the various ma- 
laria parasites are exceptionally good. The 
volume does not cover even in outline quite 
enough general zoology to supplant any of the 
more complete books; and as a text-book for 
medical students I think it is seriously handi- 
capped by not including the life cycle of the 
various worms parasitic in man. It is still 
essentially a volume devoted to diagnosis. The 
addition of the chapter on Arthropods makes 
the volume of considerably more importance 
than the earlier bulletin. 

F. M. Johns. 


By Royal Whitman. M. 


Orthopedic Surgery. 

M. R. C. S., F .A. C. S., 7th. Edition, 

Lea & Febiger Philadelphia and New York, 
1923. 

The earlier editions of this book have served 

for many years as a text book on Orthopedic 


oy . 


Surgery. In this seventh edition new illus- 
trations have been added and certain impor- 
tant chapters have been strengthened and 
lengthened. The wide experience and thor- 
ough knowledge of the author have enabled 
him to produce a book that should be in every 
medical library. To the general practitioner 
the work will be valuable for reference, and 
to the medical student the greatest aid in un- 
derstanding this specialty; the Orthopedic Sur- 
geon will find many practical points and help- 
ful suggestions, no matter what his own ex- 
perience may be, and will profit through its 
reading. Certain proceedures that have 
proved valuable in the experience of the au- 
thor have been elaborated, and the whole sub- 
ject has been covered in a masterly way. The 
last chapter ,Collateral Orthopedics ,is worthy 
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of careful study, and will repay anyone inter- 
ested in the subject. 
P. A. McIlhenny. 


Non-Surgical Drainage of the Gall Tract. By 
B. B. Vincent Lyon, A. B., M. D. Lea & 
Febiger, Philadelphia and New York, 1923. 
There is no subject in the field of modern 

medicine which has aroused in recent years 

a keener sense of interest and stimulated 

greater effort of closer study and observation 

than the one which the author has so admir- 
ably surveyed and presented in this volume. 

In introducing the subject, he touched upon 

the attractiveness of scientific research in a 

field heretofore unexplored. He succeeded 

in penetrating the Gibralter of man, nature’s 
pride. With unlimited zeal, perseverance and 
enthusiasm, the author pursued his course, 
weathered the fiercest storms of criticism 
and stood unflinchingly at his post of duty 
until he created this volume, a monument to 
his heroic efforts to explore the filtration 
plant of the human machine. With the skill 
of a well trained architect, he rescribes first 
the foundations of that plant and the func- 
tioning capacity of each part. Then, he pro- 
ceeds to unravel the mysteries of man’s most 
wonderful chemical laboratory. The histori- 
cal sketch is quite interesting, although it can 
be traced to an earlier period, the Babylonian 
school of the Talmud. The plea for an early 
recognition of biliary disease and its rela- 
tionship to the gastro-intestinal tract merits 
our attention. A study of the new diagnostic 
methods for the detection of liver and gall 
bladder diseases adds much to the advance in 
medical knowledge. Many promising fea- 
tures to detect liver and pancreatic diseases 
with their wide range of influence upon the 
gastro-intestinal tract are in store by master- 
ing the chapters on quantitative determination 
of enzyme acivity in duodenal fluids, and func- 
tional tests of the liver. We may not agree 
with him on the A B C bile, a few details of 
his method or the contrary innervation fea- 
ture for lack of proof by animal experimenta- 
tion, but the convincing evidence presented of 
results obtained speak for the fact and fully 
justify the act. This volume is brimful of 
interesting though for the internist and sur- 
geon who quite often fail in their efforts to 
brng relief to the chronic gastro-intestinal 
invalid whose cause the author has greatly 


espoused. 
A. L, Levin. 
Hygiene and Public Health. By Lewis C. 

Parkes, M. D., and Henry R. Kenwood, M. 

B., 7th edition. P. Blakiston’s Son & Co., 

Philadelphia, 1923. 

Parkes and Kenwood’s text book of Hy- 
giene and Public Health represents in itself 
a most complete and efficient exposition of 
our knowledge regarding’ those influences 
which actively contribute to the health of the 
individual and of the community. 

It is divided into fifteen chapters covering 
the subjects of Water, Excreta and Refuse 
Disposal, Air and Ventilation, Warming and 
Lighting, Buildings, Climate, Exercise and 
Clothing, Foods, Infectious and Communicable 
Diseases Maternity and Child Welfare, School 
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Hygiene, Industrial ahd Marine Hygiene p 
infection and a chapter on Vital Statisties, 
The discussion of each of these subjects 
most excellent and comprehensive; nota} 
the section of Communicable Diseases, Ty 
is very complete and comprises a very eo; 
prehensive summary of our knowledge of 
acute infectious diseases, their transmissj 
and statistical data of their prevalence, 
is notable that this chapter also contains 
section on cancer which is of pecuilar inte 
est. It includes also a discussion of Venere 
Diseases and reflects the attitude of the 2 
thors to this subject. 
which venereal diseases in England are eo 
batted and the manner in which this work 
carried on is in many ways different from t 
ones employed in this country. Howeve 
it is possible for a central Government 
bring pressure of a kind with which we a 
not familiar. 

The whole book is written essentially f£@ 
conditions as they exist and prevail in E 
land and the British Empire, but there is 
doubt that a great deal of the advice could 
applied with advantage in this country. 

The book has the usual atmosphere of t 
English author, but it is not distinguished 
any particular bias. The chapter on Venti 
tion, Heating and Lighting presents probler 
with which we are familiar and which in ma 
instances we solve with greater ease on a 
count of the conditions peculiar to the Uni 
States. 


which confront the Hygienist and the Pub 
Health Official; It is always worth while 
view an object from two or more differe 
standpoints, by so doing we improve our ov 
perspective, this is what the treaties of Park 
and Kenwood accomplish to a marked degre 
Osear Dowling. 


Pennington’s “Diseases and Injuries of t 
Rectum, Anus and Pelvic Colon.” By 
Rawson Pennington, M. D., F. A. C. §. 
Blakiston’s Son & Co., 1012 Walnut § 
Philadelphia, 1923. 

Pennington has given us a book of mo 
than usual interest from both a historical 


well as a medical standpoint. Each subject 
well covered and the illustrations are abo 
the average for a work of this sort. The an 
omy, physiology, and pathology is thorough 
covered in a clear, concise manner follow 
by the author’s operative technique and a ve 
comprehensive bibliography. The volume ¥ 
be found of equal value for both surgeon al 
practitioner. 
C. L. Peacock. 


Obstetrics for Nurses. By Charles B. Ree 
M. D. 2nd., Edition C. V. Mosby Compan 
St. Louis, 1923. j 
The text is large, clear and distinct at 

good for night reading. Cuts are well illu 

trated, are clear and can be followed eas 
by the text. The descriptions are short to 
point and should be easily grasped by 


upil nurse. 
— P. B. Salatich. 








